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SUTURE OF VEINS; REVIEW OF THE SUB- 


JECT AND REPORT OF A CASE. 


By A. E. Isaacs, M. D., 
Surgeon to the Beth Israel Hospital, New York. 


One of the recent important advances in surgery, 
progress that only the era of asepsis has made pos- 
sible, is suture of the bloodvessels. The importance 
of this procedure can not be overestimated, for it 
means the saving not only of limbs but of lives as 
well. Where from time immemorial the univer- 
sally accepted treatment for injured and bleeding 
vessels, large or small, was the ligature, with its 
very likely chances of being followed, in the cases 
of the larger vessels, by gangrene and very often by 
death, the present method of suture of bloodvessels 
gives the best chances of saving the limb as well as 
the life of the patient. 

Stab wounds, bullet wounds, miscellaneous inju- 
ries, aneurism, and last, but not least, accidental 
injuries to the bloodvessels sustained in the course 
of surgical operations, supply the material where 
this operation may be of service. Sufficient work 
has been done in this line, experimental on animals 
as well as practical on man, and with such favor- 
able results as to place the procedure among the 
established surgical operations. The last ten years 
have seen the operation placed on a firm as well as 
scientific basis, while the ten or fifteen years pre- 
vious were devoted to the process of its develop- 
ment. 

The general subject of the suture of bloodvessels 
may be considered under two headings, that of the 
arteries and that of the veins. The principles in 
either instance are the same, yet in detail the meth- 
ods differ somewhat. I shall limit my review to the 
subject of suture of veins, and report a case in 
which I had occasion to use the procedure. 

As far back as 1762 a case is recorded by Lambert 
of Newcastle, in which he successfully sutured the 


carotid artery. For more than a hundred years no 
other recorded case is found. It is unlikely that the 
operation was not used during all these years. 
More probably it was, and cases were not recorded 
because of lack of success, which could not be had, 
except occasionally by good fortune, in pre-anti- 
septic days, for, according to all observers, one of 
the essentials of success is the strictest asepsis. 

The next mention is that of Czerny in 1881 
having sutured the internal jugular vein, whether 
successfully or not is not stated. (Halsted, Medical 
Record, July 20, 1901). 

In 1886, Schmid (N. Y. Med. Journ., Feb. 5, 
1887), reports experiments on rabbits in which he 
succeeded in healing incisions in the jugular and 
femoral veins by the approximation of their cut 
edges by a series of small clamps left in position 
for 24 hours under an antiseptic dressing. After 
removal of the clamps the external wound was 
closed with sutures. In from 6 to 14 days the veins 
were dissected out for examination. In no case was 
there any hemorrhage, and in all except two there 
was no thrombosis, the lumen remaining patent. 
In these two exceptions the vein was transformed 
into a fibrous cord. Later he had the opportunity 
of observing seven cases in the human subject 
which confirmed the results of his experiments 
(Berlin Klin. Woch., 1887). 

This clamp method of repairing injuries to veins 
without obliteration of their caliber seems to have 
been considerably used about this time, and quite 
successfully. It was the precursor of lateral liga- 
ture, applicable only to small wounds that could 
be picked up in a clamp. 

The advance made in the surgery of the blood- 
vessels in the last fifteen years can well be judged 
by comparing a review which appeared in the 
International Medical Annual for 1889 on “Wounds 
of Arteries and Veins,” with the present status of 
the subject. From that article I quote the follow- 
ing: “In cases of wound of an artery there can be 
no doubt that the correct surgical treatment is to 
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secure and ligature the wounded vessel above and 
below the point of injury, and in all cases it is also 
advisable to divide the vessel between the points of 
ligature. But what shall be done when the vein 
is wounded as well as the artery?” This question 
was placed not exactly in the sense of treatment of 
the vein per se, but also in its relation to the corre- 
sponding artery simultaneously wounded. The pre- 
vailing opinion at that time was that not only when 
both artery and vein were wounded should they be 
ligated, but even when the vein alone was wounded 
ligature of the uninjured artery was advocated in 
addition to that of the vein to prevent gangrene, a 
theory that was very soon overthrown. As to what 
should be done with the vein itself, pressure is 
spoken of as a possible treatment in small wounds 
of both artery and vein, and especially in veins after 
ligature of the artery. As another possibility lateral 
ligature of the vein is mentioned, as follows: 
“Should the wound in the vein be small it may be 
safe to secure the opening by a lateral ligature, but 
in most cases a circular ligature, with consequent 
obliteration of the vein will be necessary.” 

In 1889, Rockwell (Brooklyn Med. Journ., April) 
suggests lateral ligation if practicable in the treat- 
ment of hemorrhage from large veins, and men- 
tions two cases in which he used forcipressure with 
good results. 

Maubrac (Am. Journ. Med. Sciences, Sept., 
1889), reports cases of lateral forceps, of lateral 
ligature, and of suture of veins. Three cases of 
suture all recovered, while with the other methods 
the results were not so good. 

In 1890 Kammerer (N. Y. Med. Journ., May 10) 
and Ziedler (Berlin Klin. Woch, Sept. 29) come 
to similar conclusions, both recommending suture 
in preference to lateral forceps or lateral ligature. 
They both speak of suture only incidentally, their 
topic being wounds of the femoral artery and vein 
and the relative treatment of both. They disprove 
the correctness of Langenbeck’s principle that hem- 
orrhage from one of the larger veins should be 
treated by ligation of the corresponding artery. 

In 1891 Martin (Univ. Med. Mag., Phil’a, Dec.) 
recommends lateral ligature or suture, preferably 
the latter. He advises a continuous catgut suture, 
bringing intima to intima, followed by suture of 
the sheath for additional support. 

Max Schede (Archiv. f. Klin. Chirurg., Berlin, 
Bd. 43, Ht. 3 & 4) reports a case of suture of the 
vena cava inferior for wounds sustained during the 
removal of a carcinomatous right kidney. Hemor- 
rhage was completely controlled by a catgut suture, 
and after the death of the patient, eighteen days 


later, from other causes, the vein was found healed, 
with no material diminution in caliber and no 
thrombosis. He recommends suture as the best 
treatment, and advises the use of a Hagedorn needle 
and fine catgut. Schede also reports thirty instances 
of suture of large veins. He considers it immaterial 
whether intima is apposed to intima or to adven- 
titia. He never had reason to suspect thrombus for- 
mation, and finds asepsis absolutely necessary to 
success. 

In 1892, Niebergall (Deutsch. Zeitsch. f. Chirur- 
gle, Bd. 33, Ht. 6) treated of the different methods 
of control of hemorrhage from large veins, and enu- 
merated the following methods: 1. In small punc- 
tured wounds aseptic tampons may effect healing 
without obliteration. 2. Lateral ligature should be 
made with silk, and can only be used in small 
wounds, is uncertain on account of its liability to 
slip, and has the objection of diminishing the lumen 
of the vessel. 3. As to suture, reported cases and 
Horoch’s experiments on animals show that it con- 
trols hemorrhage, and is satisfactory. Continuous 
suture with small round needles and fine catgut 
should be used. 4. Lateral compression with for- 
ceps for 24 hours followed by suture of the external 
wound is trustworthy if asepsis can be secured, and 
is more applicable to deep-seated veins than the 
other methods. 

In 1893 Romme (La Trib. Medical, July 6) col- 
lected 12 cases of suture in-addition to the 30 col- 
lected by Schede. Of the 42 only one died. He 
considers suture superior to lateral ligature. 
Marin (N. Y. Med. Journ., Oct. 7), reports su- 
ture with catgut of a wound of the brachio-cephalic 
vein, and another of the femoral vein, both with 
recovery. 

In 1894 Turazza (Riforma Medica, March 8) de- 
scribed two cases of lateral ligature, one of the deep 
jugular and one of the axillary vein, with successful 
results ; also a case of the internal saphenous treated 
by suture in which death took place ten days later 
from other causes and in which post-mortem the 
vein was found healed and pervious. 

In 1895 Gluck (Berlin Klin. Woch., Aug. 26) 
mentioned a number of cases in which wounds of 
veins had been successfully closed by suture. He 
says that Israel successfully sutured the common 
iliac artery, and also describes a case of Zoege- 
Manteuffel in which, for an arterio-venous aneur- 
ism in Scarpa’s triangle, the deep femoral artery 
was ligated and the wound in the vein closed by 
suture; then having wounded the common femoral 
artery, that vessel was also sutured. The patient 
made a good recovery. 
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In 1896 Murphy (JN. Y. Medical Record, Jan. 16, 
1897), conducted experiments and reported a series 
of cases that marked an epoch in the development 
of this branch of surgery. His article deals mostly 
with arterial suture and especially with his method 
of resection in continuity of arteries and end to end 
suture. He could find no previous record of suture 
of an artery after complete division. In his experi- 
ments on animals as well as in operations on the 
human subject he resected portions of arteries and 
reunited the ends with complete success. Suture 
of veins he mentions as an accepted surgical pro- 
cedure, and reports three of his own cases, all suc- 
cessful. One was the closure of a three-eighths inch 
opening in the common jugular with a continuous 
silk suture. The second was that of a double tear, 
one anterior and one posterior, in the internal saph- 
enous, and a like condition in the common femoral 
vein. All four wounds were made by the same bul- 
let, and were successfully sutured. The third case 
was operated upon eighteen days after a bullet in- 
jury. A large hole in the vein with loss of tissue 
was sewed up, leaving it only about one-third its 
normal caliber at the site of suture. In the artery 
there was so much loss of tissue that one-half 
inch, including the injured portion, was resected 
and end to end suture done. The results were en- 
tirely good. 

In 1903 Pousson (Bul. Soc. de Chirurgie, June 
20), successfully closed a tear in the inferior vena 
cava with three fine catgut sutures. Houzel (Revue 
de Chirurgie, Mar.), reported three cases of wounds 
of the vena cava during operation, one of which, 
sustained during a nephrectomy, was sutured. The 
patient died eighteen hours later, and post-mortem 
the edges were found adherent, there was no hem- 
orrhage and no thrombus. Schonwerth (Munch. 
Med. Woch.) reported three cases of suture of the 
femoral vein for injuries during operation on sup- 
purating inguinal glands. The results were good 
in spite of the presence of suppuration, no throm- 
bosis, hemorrhage or edema following. 

My own case is the following: 

Mrs. S. W., age 42, mother of five healthy chil- 
dren, last one eight years old, all breast-fed, con- 
sulted me in September, 1903, regarding a tumor 
of the left axilla and one of the left breast, which 
she had first noticed some eight months previously. 
Examination showed a painful tumor in the outer 
quadrant of the left breast the size of a small hen’s 
egg, not involving the nipple, but adherent to the 
skin and to the deeper parts. The axillary tumor 
was a prominent, hard, round mass the size of a 
large orange, movable on the skin and underlying 


structures and not painful. On Sept. 7 the radical 
operation was done. The breast, both pectoral mus- 
cles and the axillary contents were removed. The 
axillary tumor was extensive and adherent to the 
large vessels. In separating the latter the axillary 
vein was torn. The sudden gush of blood was mo- 
mentarily controlled by digital pressure above and 
below the injured point and the rent in the vein was 
seen to be longitudinal and nearly one inch long. 
The tear was sewed up with a running suture of 
very fine silk in a hemostatic needle, taking in the 
entire wall of the vein. Over this the sheath was 
sewed in like manner. The hemorrhage was com- 
pletely controlled. The excision of the tumor was 
completed and the wound closed in the usual way. 

Quite a marked edema of the arm developed with- 
in a few days. Whether it was due to the formation 
of a thrombus in the vein or not was not demon- 
strable as there was no occasion for an autopsy. 
The entire wound healed by primary union. The 
edema persisted for a long time, gradually subsid- 
ing until it had altogether disappeared at the end 
of about six months. Fourteen months after opera- 
tion there was no recurrence of the tumor, no edema 
of the arm and no enlargement of the superficial 
veins that would be expected were there oblitera- 
tion of the axillary vein and the establishment of a 
collateral circulation. The course taken by this case 
makes it iook probable that a thrombus did form 
after suture and was subsequently absorbed, re- 
establishing the lumen of the vessel and permitting 
the subsidence of the edema. 

Experiment and observation as outlined above 
have resulted in establishing the following main 
points in the technic of suture of the veins. The 
procedure fs applicable only to the larger veins on 
account of its difficulty in the smaller ones and be- 
cause there is no indication for it in any smaller 
than the brachial in the upper extremity, the popli-: 
teal in the lower extremity or the external jugular 
in the neck, and even these may be ligated if there 
be any difficulty with suture. In any of the smaller 
vessels as well as in the superficial veins, with the 
exception possibly of the internal saphenous, the 
collateral circulation readily re-establishes itself af- 
ter ligation. 

Primary union is essential to success, and there- 
fore asepsis is a most necessary condition, though 
cases are recorded where union was obtained in 
the presence of suppuration in veins wounded dur- 
ing excision of suppurating inguinal glands. 

The temporary contro! of hemorrhage while in- 
serting the sutures should be, when possible, in- 
strumental rather than digital, padded clamps be- 
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ing applied to the vein at a sufficient distance on 
either side of the wound. Digital pressure brings 
the assistant’s hands within the field of operation 
where they may be in the way and where their 
presence in the wound increases by so much the 
possibility of infection. 

The needle best suited to the purpose is the finest 
full curved round hemostatic needle, or, that not 
being at hand, a fine straight cambric needle. The 
suture material is preferably fine silk, though cat- 
gut may be used. Some prefer catgut, as it is 
supposed to swell up after insertion and more ef- 
fectually close the needle punctures. But no trouble 
with silk on this account has been encountered, in 
veins especially, and it is preferable, as it may be 
used much finer. 

In veins, on account of the thinness of their walls, 
it is impractical to isolate the different coats for the 
purpose of passing sutures exclusively through 
either, and there is no necessity for doing so. The 
sutures may be passed through the whole thick- 
ness of the vein walls. Neither is there any neces- 
sity of wasting time on trying to bring intima in 
‘contact only with intima or adventitia with adven- 
titia. The wall of the vein may be taken as a whole 
and the sides of the wound simply brought together 
with a running suture of about twelve to fifteen 
stitches to the inch. The hemostatic pressure being 
now removed and no bleeding observed, the sheath, 
previously separated, is sewn similarly above the 
vein suture, which it serves to protect and strength- 
en. The superficial wound should be closed unless 
there be some special reason to treat it otherwise. 


PRIMARY CARCINOMA OF THE FALLOPIAN 
TUBE. 

Schenck (Detroit Medical Journal, May, 1905) 
adds another to the list of tases. He says: 

“Primary carcinoma of the Fallopian tube is a 
rare affection. Since Orthmann’s case, which was 
reported in. 1888, and was the first on record, a few 
instances have been recorded each year. In many 
of the earlier accounts, it is difficult to determine 
whether the cases were adenomata or true carcino- 
mata, and also whether the tubal tumor was primary 
or secondary to a cancer located elsewhere. 

“In 1901, Hurdon sifted the cases and admitted 
thirty-five to the list of undoubted primary carci- 
nomata. Since then, there have been five additional 
instances, making the total number of the authenti- 
cated cases about forty.” Schenck’s case, reported 
in detail, “was a typical one, conforming in almost 
every detail to the text-book picture of the affec- 


tion.” 


THE TREATMENT OF HYPERTROPHIED 
TONSILS.* 


By J. T. Herron, M.D., 
JACKSON, TENN. 


Before entering on the treatment of this important 
subject, I deem it best to discuss the different kinds 
of hypertrophied tonsils, so that we can keep them 
before us while giving proper treatment. If we 
cannot distinguish them, and treat them in their 
class, it will be impossible to say what is best to do. 
Knight gives two forms: (1) The hard or fibrous 
tonsil, which results from repeated attacks of in- 
flammation; (2) the soft or adenoid variety, gen- 
erally associated with lymphoid hyperplasia in the 
naso-pharynx, as well as the base of the tongue. The 
mucous membrane of the follicles is affected, rather 
than the parenchyma of the tonsil. From a clinical 
standpoint, enlarged tonsils may be divided into 
three varieties: (1) Those that interfere with re- 
spiration. (2) Flat tonsils, not very large, but sub- 
ject to repeated attacks of inflammation, often sup- 
purating, not in the tonsil, but in the tissues sur- 
rounding the tonsil (peritonsillar abscess). (3) 
A class where there is very little hypertrophy be- 
cause of adhesions of the faucial pillars to the sur- 
face of the tonsil from attacks of inflammation. As 
the tonsil continues to hypertrophy, it carries with it 
the palato-glossal fold, which spreads over its sur- 
face as a thin veil. Shurly divides them into four 
classes :—three, the same as above, and the fourth, 
the enlarged soft tonsil, either free or adherent, flat, 
globular or lobulated. Now, if we understand and 
keep in mind the varieties, the treatment and prog- 
nosis can be given with a greater degree of satis- 
faction. The constitutional treatment of enlarged 
tonsils alone is seldom satisfactory. All of these 
patients should receive the best hygiene and diet. 
If removal is absolutely necessary, then it may be 
asked, What is the best time? Operate as soon as 
possible. I would not advise an operation if the 
tonsil is acutely inflamed, unless life is endangered 
by suffocation. The kind of operation depends upon 
the shape, the size, and the relation of the tonsil. 

Nitrate of silver fused on a probe and passed into 
the crypts, and chromic acid used in the same way, 
have given some relief. The above treatment is 
generally resorted to when the patient refuses an 
operation, or when we have reason to believe the 
patient is a bleeder. We generally find in carrying 
out the above treatment a difficult and tedious road 
to success. The best way of removing the hard or 


* Read before the Tennessee State Medical Society, April, 1905. 
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fibrous tonsil of the first kind is conceded by all to 
be the guillotine. The second kind cannot be re- 
moved with this instrument. The third variety can 
be, after the adherent pillar has been separated by 
pushing back the palato-glossal fold. Most of us 
have had patients whose tonsils trouble them nearly 
all the time, and upon examination we are sur- 
prised to find very little or no enlargement, and yet 
the crypts may be in a state of chronic disease. 
We must be guarded in our opinion as to the con- 
dition existing, especially if the patient be neurotic. 
The least disturbance in a patient of this kind may 
give a great deal of annoyance. We frequently 
come in contact with the flat, embedded tonsils 
which belong to the second class, not sufficiently 
large for the knife, nor accessible to the guillotine. 
This kind of tonsil can be treated with the galvano- 
cautery. Select a few crypts near together and pass 
the cold electrode to the bottom of the crypts and 
bring it out hot to the surface, thereby destroying 
a considerable portion of the tonsil with one cauter- 
ization. Many operators use the cold wire snare. 
Considerable time should be had to remove tonsils 
by this procedure. A powerful instrument must be 
used. If there be difficulty in adjusting the wire 
over the base of the tonsil a tenaculum may be in- 
serted and the tonsil pulled from its bed, thereby 
removing the tonsil by general traction. A child 
should not be operated upon by this method, unless 
under general anesthesia. The hot wire snare or 
electric tonsil snare is preferable to the cold snare, 
on account of less danger from hemorrhage and 
the ease with which the operation can be done. 
Knight has a most excellent instrument for this 
purpose,—the electric tonsil snare. With this in- 
strument the loop can be carried well over the base 
of the tonsil, and the soft parts are separated by 
the ring, and protected from the heat. In using 
electricity one must remember that the heat must be 
allowed to do the work, and it should not be ex- 
cessive. Traction should alternate with the burning. 
This method must be used with adults. In the cases 
of children an anesthetic should be used. The flat, 
deep-seated tonsils cannot be removed by this 
method. The tonsil that protrudes should be se- 


lected for the electric snare. There are several con- . 


ditions for which the cautery is indicated instead of 
cutting operations: (1) the bleeder; (2) vascular 
anomalies; (3) peculiarity in the shape of the ton- 
sil; (4) the refusal of the patient to allow the use of 
the knife. Hemorrhages sometimes occur after the 
cautery. Extreme care should be used on the fourth 
or fifth day for fear of detachment of the eschar 
by laughing or swallowing a piece of hard food. 


The reaction is much more severe from the cautery 
than from a cutting operation. I prefer Mackenzie’s 
tonsillotome over all others for a cutting operation. 
I have used it for years without an accident. The © 
safest plan with this or any cutting instrument is 
not to be too hasty in removing the tonsils. I re- 
move one, and then wait until the hemorrhage is 
checked, and then remove the other. The tonsillar 
punch is a recent and valuable instrument and can 
be used in cases where the knife is impracticable. 

Dr. Robert C. Myles, of New York, has published 
a most admirable article in the Journal of the Amer- 
ican Medical Association, October, 1904, on “Abla- 
tion or Extirpation of the Tonsils,” with a view to 
prevention of cervical adenitis. I quote from his 
paper, as it expresses what I wish to impress upon 
you much better than I can. “A variety of dis- 
eases have been traced to a primary involvement 
of the tonsils, and among them are rheumatism, 
septic infection, tuberculosis, and, in a recent re- 
port, appendicitis, and infectious jaundice. The 
anatomic structure of the tonsil predisposes to the 
entrance of the bacilli, for the covering epithelium 
is always porous, owing to the constant migration 
of leucocytes, and may be absent over small areas. 
Microbes usually invade the tonsils through the 
crypts, which constitute good hiding places and 
breeding spots. The enlargement and the surface 
irregularities associated with chronic hypertrophy 
greatly favor infection, and resistance of the tissues 
under these conditions is diminished by the accom- 
panying catarrh, and the loosening and casting off 
of the epithelium. Baumgarten experimentally pro- 
duced tuberculosis of the tonsils, and the adjacent 
cervical lymph nodes, in animals by feeding them 
with tuberculous material. His demonstration that 
the tonsil was the nidus of infection in tuberculous 
adenitis was also confirmed by other investigators.” 

The danger which diseased tonsils represent as a 
possible etiologic factor in the production of other 
lesions has led a number of observers to propose 
tonsillectomy as a prophylactic measure. Kruckman 
reports a number of cases where a close connection 
could be traced between tuberculosis of the tonsils 
and tuberculosis of cervical lymph nodes, sufficient 
for him to warrant the statement that where tuber- 
culosis of the cervical lymph nodes is operated upon, 
attention at the same time should be directed to the 
tonsils. In fact, where a scrofulous diathesis is 
suspected it is always advisable to remove hyper- 
trophied tonsils. Ruge says that the tonsils form an 
important port of entry for the tubercle bacillus, 
leading to infection, among other tissues, of the 
cervical lymph nodes, and he is inclined to recom- 
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mend the ablation of hypertrophied tonsils to avoid 
this infection and its consequences. 

Even when they are already involved, the opera- 
tion may prevent other infection. In recent text- 
books and manuals on surgery the writers often 
refer to tonsillectomy as a prophylactic measure. 
After we admit the necessity for operative treat- 
ment with a view to preventing cervical adenitis, 
the most important question to be considered is the 
best and most effective operative treatment for all 
cases. Ablation or extirpation of the greater part 
is the thing desired. Those who have given strict 
attention to the subject feel that the advice that is 
usually given with regard to tonsillectomy does not 
cover the ground sufficiently. The ordinary tonsil- 
lectomy with the guillotine is usually effective in 
removing the part that protrudes. Some method 
of dissection, clipping, snaring, curettage, or goug- 
ing, seems to be necessary to relieve those cases in 
which the tonsil is deeply submerged, or hyper- 
tropied in its obscure parts. And it is these obscure 
parts that convey the septic material in chronic 
cases to the lymphatic glands of the neck and gen- 
eral circulation. It is to these deeper parts of the 
crypts and the base of the tonsil that I wish espe- 
cially to call attention. In cases of this kind the 
cervical lymph nodes can be felt with your fingers, 
and can always be a guide as to the condition of the 
tonsil, and the kind of operation necessary. The 
operation can be done with any instrument that 
is best adapted for the particular case. 

The above statements, from some of the best au- 
thorities in this or any country, seem to be sufficient 
evidence to convert the most skeptical that hyper- 
trophied tonsils should be removed—not allowed 
to remain and weaken the mental and physical 
strength of our boys and girls, who are expected to 
fill our positions with more honor. than we are do- 
ing. We hear a great deal about physical culture, 
and we admit there is nothing better; but how can 
physical culture be properly given with hyper- 
trophied tonsils obstructing the entrance of fresh 
air? Advice properly given will do much to expel 
from the minds of the laity the old ideas that an 
ear must discharge, and hypertrophied tonsils must 
not be removed. 


GONORRHEA INJECTION.— 
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Inject t. i. d—Medical Fortnightly. 
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THE PRESENT STATUS OF THE DIFFER- 
ENT METHODS OF ESTIMATING THE 
FUNCTIONATING CAPACITY. OF 
THE KIDNEY, WITH A BRIEF 
ACCOUNT OF CHROMO- 
CYSTOSCOPY AND 
ITS USES.* 


By M. S. Kaxets, M.D., 
NEW YORK. 


With asepsis and the perfection of surgical tech- 
nic the surgeon can with impunity open any cavity 
or incise any organ of the body. For this reason 
the surgery of the kidney to-day stands on a firm 
basis and many lives have been saved by the work 
of careful and skilled operators, but on the other 
hand a good many are sacrificed on account of the 
lack of diagnostic acumen in finding the proper 
indications for operative interference. 

A knowledge of the physiology of the stomach 
and the chemical analysis of its secretions is es- 
sential in establishing any deviation from its normal 
function in making a diagnosis of malignant disease. 
This knowledge, and chemical analysis are im- 
portant aids in indicating the necessity for operative 
interference even before the morbid physical signs 
become manifest. 

So, too, physics is indispensable in many cases 
as an aid in furthering or confirming the signs of 
disease. Again, conversely, with the help of 
physiology, chemistry and physics, contraindications 
for surgical interference are often revealed to us. 

Our diagnostic acumen has not reached that stage 
where an operator can say he is positive of his 
diagnosis, or can predict the result of the findings 
at the outset of an operation. Every method of 
examination, therefore, that will tend to fortify his 
diagnosis should be utilized for the benefit of the 
patient. For no organ of the body is it more es- 
sential to utilize these important branches of medi- 
cine as aids in finding indications for operative 
interference than for the kidney. To the surgeon, 
especially, a definite knowledge of its sufficiency 
or insufficiency is invaluable in cases of renal dis- 
ease. Previous to an intended nephrectomy, this 
information, obtained by whatever means, is of in- 
estimable value, because it would determine whether 
surgical interference is advisable or unsafe. 

Aside from hemorrhage and sepsis, the dreaded 
specter that operators feared after a nephrectomy 
was a reflex anuria of the remaining kidney. Vari- 
ous observers by recent and newer methods claim 
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that reflex anuria does not take place if the remain- 
ing kidney is healthy. They say that what, until 
now, was considered as such is but the result of 
an insufficient functionating of the remaining kid- 
ney. The deaths that followed extirpation of the 
kidney and attributed to reflex suppression will not 
occur to-day, if the newer methods of detecting the 
functional capacity of these excretory organs are 
utilized. On account of the unreliability of the 
ordinary methods of urinary analysis for estimating 
the sufficiency or insufficiency of the kidney, in- 
vestigators were induced to elaborate other and 
more reliable means. It is the object of this com- 
munication to direct attention to some of those 
now in use, and to give a brief account of the newer 
and most practical methods employed. 

Since instituting these methods, in many cases, 
the mortality of operations on the kidney has been 
greatly reduced. The most noteworthy and prac- 
tical means for studying the state of the renal func- 
tion are :— 

1. Catheterization of ureters and cystoscopy. 
Cryoscopy of the blood and urine. 
Phloridzin test. 

Chromocystoscopy. 
Toxic test. 
. Electric conductivity test. 

The first four will be briefly considered, and their 
relative advantages, without going into elaborate 
details and description of the apparatus employed, 
described as concisely as possible. The last two, 
namely, the toxicity and electric conductivity 
tests, I have refrained from’ describing in detail; 
because they require special and expensive ap- 
paratus, the tests are complicated and uncertain, 
the sources of error many, and for clinical and 
diagnostic purposes they are practically valueless. 

There is no doubt that cystoscopy and ureteral 
catheterization has furthered the diagnosis of dis- 
eases of the urinary organs and helped materially 
in determining the existence and competency of the 
other kidney in contemplated extirpation of this 
organ. By cystoscopy and catheterization we can 
see whether the urine is being excreted by the two 
kidneys or only by one; and whether both kidneys 
or only one are involved. When by making chemi- 
cal or bacteriological tests of the urine collected 
from the ureter, it is found to be abnormal, there 
is positive evidence that the kidney or ureter from 
which it is drawn is diseased, and the character of 
the affection may thus be more easily determined. 

But how far does this chemical or bacteriological 
test reveal the functionating capacity of the organ? 
Or in what manner will it disclose to us how much 


of the organ is destroyed, whether a small area or 
the entire structure? Or how will these tests in- 
form us whether there is enough healthy structure 
left to sustain life? A very important question in- 
deed for the surgeon! It is well known that a kid- 
ney may be partially destroyed by disease and the 
remaining portion yet be sound enough to perform 
its function sufficiently for the continuance of life. 

Again, a kidney rendered very defective in struc- 
ture by disease, may still yield a certain amount of 
normal urine, but the competency of the organ must 
not be inferred from the absence of any abnormality 
in the urine derived from it, because the diseased 
portion may be so completely destroyed as not to 
secrete at all, while the portion not destroyed is 
still able to continue to secrete normal urine. Is 
ureteral catheterization and cystoscopy, therefore, 
alone, a reliable means of estimating the sufficiency 
of the renal function? What purpose does it ful- 
fil? It only aids us in determining the character 
of the pathological process going on, and gives us 
direct evidence of the organ involved. Alone, 
ureteral catheterization even when combined with 
the chemical and bacteriological test of the urine is 
too unreliable, and not sufficiently accurate in de- 
termining competency, to warrant us in perform- 
ing any kidney operation which depends for its 
success, in a great measure, upon the integrity of 
the function of the kidney catheterized. It is not 
reliable enough, especially in those cases where a 
surgeon contemplates performing a nephrectomy, 
and where it is of extreme importance for him to 
know beforehand whether or not the kidney which 
is to remain is sufficiently competent, not only to 
perform its work, but the increased amount of work 
that will be exacted of it on account of the removal 
of the diseased one. Aside from the little informa- 
tion that cystoscopy and ureteral catheterization af- 
fords us in determining the competency of the 
kidney, it is not a simple procedure. Catheteriza- 
tion of the ureters for diagnostic purposes requires 
special skill, and the passage of a catheter into a 
healthy ureter, after it has traversed an infected 
bladder is, to say the least, a risk, and always in- 
volves great danger of carrying the infection higher. 

On the other hand, its advantages may be sum- 
med up in the following: It is the most important 
aid in localizing disease of the kidney. It enables us 
to determine the amount of fluid escaping after in- 
troduction of the catheter; but even this is not al- 
ways reliable, as some urine constantly passes along 
the sides of the catheter, although by means of 
Nitze’s balloon catheter this source of error has 
been seemingly obviated. The rate of flow during 
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catheterization can be observed, but this is also 
relative, since the introduction of the catheter fre- 
quently reflexly stimulates the kidney to increased 
action. The physical and chemical properities, 
specific gravity, etc., of the separated urines can be 
determined. The bacteriological and morphological 
conditions of the urine drawn from each kidney 
can be examined. Alone, the functionating capacity 
of the kidney, however, cannot be determined. 

The two factors involved in the proper perform- 
ance of the renal function depend upon the excre- 
tory powers of its epithelial cells, and upon the 
dialyzing property of the membranes, which inter- 
pose between the blood in the renal vessels and 
the urine in the renal parenchyma. Its function is, 
therefore, twofold. 

The products of normal metabolism, organic and 
inorganic, such as albumen, urea, uric acid, chlo- 
rides, phosphates, etc., cannot be delivered to the 
urine as wastes should either of these two struc- 
tures, i. e., the epithelium or the interposing mem- 
brane, be impaired or altered. The normal condi- 
tion of these two factors is, therefore, essential to 
the proper performance of the renal function. 

In the performance of its normal function the 
kidney selects certain substances from the renal 
blood which are elminated as waste products, and 
prevents the excretion of others. 

Certain portions of its structure possess the prop- 
erty of dialyzers; other portions that of secreting 
glands. They do not filter, but have a specific ac- 
tion inherent in themselves. It seems therefore 
rational that we should direct our methods for de- 
termining the functional powers especially to these 
two properties of the kidney. What methods have 
we then that give us information in regard to the 
eliminating powers of the kidneys? 

Raoult was the first to establish the physico- 
chemical law that the freezing point of solutions 
was directly proportional to the number of mole- 
cules contained in them, that is to say, the freezing 
point of a solution is the measure of its molecular 
concentration. In other words, all soluble (electro- 
lytic) substances dissolved in a liquid lower the 
freezing point of that liquid, and the degree to 
which the freezing point is lowered is proportional 
to the amount of substances dissolved. When a 


mixture of different substances is dissolved in a 
liquid, the freezing point of this liquid is lowered 
to a degree equal to the sum total of the freezing 
points of each substance contained therein. Fixed 
amounts of a substance dissolved in a definite 
amount of fluid always lower the freezing point of 
the solution to a definite degree. 


It was Koranji, of Budapest, who, availing him- 
self of this physico-chemical law applied this prin- 
ciple, which governs the freezing points of blood 
and urine, as an aid to diagnosis in connection with 
the renal function of the normal and diseased 
kidney. It was found that the blood of a person 
with a severe kidney lesion freezes at a much lower 
temperature, while the freezing point of his urine 
will be much higher than in a normal individual, 
because those organic and inorganic solids, which 
should have been excreted in the urine, are, on ac- 
count of impaired renal function, retained in the 
blood, and therefore the blood must be of a higher 
molecular concentration. The urine having less 
solids in it, and being of less molecular concentra- 
tion than normal, must have a higher freezing 
point. The freezing point of normal urine varies 
from -0.9° C. to -2.3° C., the freezing point of 
blood from -0.55° C. to -0.57° C. It was thought 
that by determining the freezing point of the blood 
and urine one could establish the relations between 
retained and eliminated substances. 

This method, called cryoscopy, requires a com- 
plicated apparatus, special technic, great care in the 
reading of the thermometer and, applied to the 
urine, ureteral catheterization in order to obtain the 
urine from each kidney. 

But an important fact must be considered, and 
that is that the freezing point of urine and blood is 
influenced by many factors, chief of which are diet, 
the amount of liquid ingested, the presence or ab- 
sence of anemia, cachexia, edema, ascites and dis- 
turbances of circulation. All these influences can 
produce transitory elevations in the blood con- 
centration. Such being the case one can readily 
see how cryoscopic examination of the blood and 
urine might lead to wrong indications. The unre- 
liability of cryoscopy of the blood was shown by 
Stokman who found in a patient the freezing point 
of the blood normal (that is -0.55° C.); and yet 
one kidney was entirely absent and the other totally 
destroyed by tuberculous disease. 

Ktimmel, after making 500 examinations, con- 
siders cryoscopy of great value but does not depend 
upon it alone in any case. He uses it in connection 
with other methods, as a supplementary test. 

We have then in cryoscopy a means of determin- 
ing the permeability of the kidneys as filters, so to 
speak, but not as secretory organs. 

For the purpose of estimating the function of the 
kidney as a secretory organ or gland, the phloridzin 
test of Casper has been utilized. By this test we 
are supposed to gain information in regard to the 
ability of the epithelia of the kidneys to elaborate 
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a urinary product from the constituents of the blood 
carried to them by the renal vessels. It has been 
said that the separation of sugar from phloridzin 
takes place in the epithelial structure of the glome- 
ruli and tubules of the renal cortex. Too much re- 
liance cannot be placed on this assertion, as it has 
been shown that the separation of sugar from the 
blood could be accomplished by some part of the 
organism other than the kidneys. 

The phloridzin test is intended to inform us in- 
directly how much active working epithelium is 
present in the kidneys. For accurate determinations 
certain values are taken, that is to say, the quantity 
of sugar excreted after a certain amount of phlo- 
ridzin is injected is used as a standard, the time 
when its presence first becomes manifest, and the 
duration of its excretion being also considered. 
Deviations from these established values are utilized 
as indices of abnormal function. 

The technic consists of the injection of five milli- 
grammes (0.005) of sterilized phloridzin with an 
equal quantity of sodium carbonate to hold the 
phloridzin in solution. The bladder must be emp- 
tied just before the injection is given. Half an hour 
after the administration, sugar should appear in 
the urine if the kidneys are acting normally. 
Catheterization of the ureters is necessary, and here 
again a fact must not be lost sight of, viz., the 
introduction of the ureteral catheter may induce a 
polyuria and lead to wrong deductions. 

It is of course evident that in patients affected 
with diabetes this test is inapplicable. The amount 
of sugar excreted after the injection of a definite 
amount of phloridzin, the time of the first appear- 
ance of sugar after the injection, and the duration 
of sugar elimination are all utilized as indices of 
the state of the renal function. If no sugar is pres- 
ent in the urine after injection of phloridzin, the 
kidneys are seriously affected. If the appearance 
of sugar is delayed or only a small percentage 
found, renal insufficiency is suspected. The average 
quantity of sugar eliminated in the first half hour 
after administration of the drug subcutaneously, 
when the kidneys are normal, is about .45 per cent. 
The elimination during the first half hour is greater 
than that of the second half hour by about .06 per 
cent. 

Observations in numerous cases show that when 
renal disease exists, the first half hour’s quantity 
of sugar elimination is about one-half as much as 
when the kidneys are normal (about 0.22 per cent.), 
and that there is but very little more in the first 
than in the second half hour. If these results or 
percentages were always positive it would seem that 


the phloridzin test gives us accurate indications of 
the renal function and evidence of the existence 
of disease of the kidneys, but its variations are too 
numerous, as a large number of instances shows 
that the reverse takes place. This test alone, there- 
fore, being so variable, must be regarded as un- 
trustworthy. The advocates of the test claim that 
it forms a reliable basis for deciding upon operative 
interference; its disadvantages are its uncertainty 
and cumbersomeness as it requires chemical analysis 
of the urine taken from each kidney separately, by 
ureteral catheterization, or by segregation of urine 
in the bladder. A very impracticable part of this 
test is the length of time that the ureteral catheters 
have to be left in place, a procedure which, aside 
from the work entailed, is, to say the least, a tire- 
some process for both patient and physician. Be- 
sides, an element of danger attends the injection of 
phloridzin, from the fact that blood and casts have 
followed its use, as reported by Rovsing in some of 
his cases. 

The hypothesis of Bowman that the tubules of 
the kidney excrete the solid constituents of the urine 
only, while the glomeruli act as a filter for the fluid 
portion, was proven by Haidenhain, and confirmed 
by Dr. Abraham Mayer, in 1876, in a series of ex- 
periments in which a mixture of sulphindigate of 
soda or indigo carmine was injected into the jugular 
vein of animals. 

The results showed the following phenomena. 
The glomeruli and their capsules are entirely free 
from color, while all the tubules possessing rod 
epithelium have a more or less blue color according 
to the quantity of indigo carmine excreted. The 
lumina of the convoluted and other tubules are 
generally filled with the indigo salt. It was evident 
from examination of sections of the kidney that 
the convoluted tubules and that part of Henle’s 
loop which possesses the rod epithelium, alone 
excrete the indigo salt, while the other tubules mere- 
ly contain it in their lumen, the salt having been 
washed down, as it were, from above by the water 
filtered through the capillaries of the glomeruli. In- 
stead of using sulphindigate of soda the experi- 
menters substituted a solution of uric acid in soda 
and the results showed that the urate of soda, like 
the indigo salt, was excreted only by the tubules, 
a further evidence of the fact that the urinary 
solids are excreted by the epithelium of the tubules. 
These experiments proved that the function of the 
epithelium of the tubules is to excrete the solid con- 
stituents, and that the glomeruli act as filters for 
the fluid portion of the urine. Theorizing from 


these facts it would seem probable that if there 
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should be any destruction of the epithelium, the 
amount of coloring matter excreted by these cells, 
after injection of this salt into the system, would be 
reduced. Consequently one might expect this to 
furnish a practical means of determining the func- 
tional capacity of a kidney, by estimating the in- 
tensity of the color of the urine as it comes down 
into the bladder through the ureters; because, if 
a goodly portion of a kidney is destroyed by disease, 
there is d@ priori, so much less secretory structure, 
and thus less coloring material secreted and washed 
from the convoluted tubes into the collecting tubes, 
and thence into the pelvis of the kidney to be 
ejected into the bladder; in other words, a paler 
colored urine than one would find from a normally 
functionating kidney. 

Reasoning from the results of these experiments, 
Voelcker and Joseph, two assistants of Prof. 
Czerny, of Heidelberg, thought that by the in- 
tramuscular injection of a solution of indigo car- 
mine, which is ultimately: eliminated in the urine, 
and by establishing certain normal values for the 
elimination of this salt, as indicated by the time of 
urinary flow from the ureter after injection, its 
color, and the duration and force of ejection, they 
had a simple and practical means of estimating the 
functional activity of the kidney. 

They found this salt to be non-toxic, and a com- 
pound that did not undergo dissociation in its pas- 
sage through the organism and thereby escape elim- 
ination through the kidney ; that it was excreted in a 
manner analogous to the secretion of the solids of 
the urine which represent the results of normal 
metabolism, such as urea, uric acid, etc. 

They found that in various diseases of the kidney 
the elimination of the indigo carmine proceeds dif- 
ferently, and from these deviations from the nor- 
mal, certain conclusions in regard to the permea- 
bility and secretory powers of the kidneys, for 
circulating bodies, could be drawn. In studying 
this effect certain points were considered for pur- 
poses of renal diagnosis. 

1. The beginning of the elimination. 

2. The duration of the elimination. 

3. The regularity or irregularity. 

4. The force with which the colored urine was 

ejected from the mouth of the ureter. 

5. The intensity of the color. 

Voelcker and Joseph found by their experiments 
that they got the best and most practical results by 
injecting into the glutei muscles 20 c.c. of a steril- 
‘zed 0.4 per cent. mixture in physiological salt solu- 
tion; this is equivalent to 0.08 gm. of the indigo 
carmine salt. 


In about 15-20 minutes, if the kidneys are nor- 
mal, the cystoscope will reveal a whirl of dark blue 
urine flowing from the ureteral orifices towards 
the median line, with a peculiar energy, at regular 
intervals of about 25 seconds and lasting 5 seconds. 
There is a certain rhythm and force which is char- 
acteristic of the normal ejaculation of the urine. 
By frequent cystoscopic examinations of healthy in- 
dividuals one becomes accustomed to the intensity 
of color, to the regularity as to time, and to the 
rhythm and force of flow. Deviations from these 
points are indicative of disturbed function of the 
kidney or obstruction to the outflow. Should the 
color be pale, the ejaculation weak, or the rhythm 
irregular or should the intervals be prolonged, 
or no flow at all occur, then there certainly must 
be some hindrance in the secretory and filtering 
structures of the kidney, or an occlusion of the 
ureter. By many examinations made on patients 
in Czerny’s clinic, Voelcker and Joseph have had 
opportunities to prove their claim and I myself have 
verified it many times. Indigo carmine is an ex- 
cellent material for the purpose of controling the 
working of the kidney. With the use of a small 
dose it is excreted almost only by the kidney, and is 
far superior to methylene blue, because it does not 
form a solution; it is a mixture, and the particles 
of indigo carmine of the colored urine as it is 
ejaculated from the ureters, by their weight grav- 
itate to the bottom of the bladder, and leave the 
supernatent fluid clear for a much longer time than 
methylene blue which immediately colorizes the 
bladder contents and obscures the field of vision and 
thus shortens the possible time of observation mate- 
rially. 

Again the advantage of indigo carmine over 
methylene blue is, that it passes through the body 
unchanged, and unlike the latter is not partly or 
entirely reduced in passing through the organism. 

From what has been said chromocystoscopy af- 
fords a ready means of interpreting the time, the 
duration and the rhythm of the eliminated urine. 
As the injected coloring matter is excreted from 
the healthy kidney at a certain time, and the colored 
urine is ejaculated with a certain vigor, and during 
a certain period, and comparisons made in dif- 
ferent diseases of the kidney with regard to these 
points establishing definite deviations, it would 
appear that in chromocystoscopy surgeons have a 
simple and practical method from which they can 
draw conclusions as to the functionating capacity 
of a kidney in contemplated operations on the other 
one. In view of the foregoing, this method with 
but a little practice, offers, as far as I know, the 
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simplest, safest and most practical means of de- 
termining the functional activity of the kidney. 

It is simple, requires little time, is attended with 
no danger and but little technic is necessary. One 
requires a cystoscope, 20 c.c. of a 0.4 per cent. 
mixture of indigo carmine and a little experience 
in the normal aspect of flow of the urine from the 
mouths of the ureters. One does not require a 
complicated and uncertain apparatus such as is 
used in cryoscopy ; nor is it necessary to catheterize 
each ureter and leave the catheter in place for hours 
at atime. It obviates the necessity of chemical tests 
of the different specimens of urine drawn at half 
hourly intervals and necessarily excludes all errors 
attended with their examination. 

The results obtained from the cryoscopy and 
phloridzin tests are influenced by so many factors 
that may raise or lower the freezing point or in- 
crease or decrease the percentage of sugar, that 
they are never free from ambiguity and may lead 
to uncertain interpretations. 

Cryoscopy and the phloridzin tests are as yet in 
the experimental stage and on account of the time 
and trouble which they take are not to be fully 
trusted. 

Dr. Joseph, whom I had the pleasure of meeting 
abroad, told me that Prof. Czerny has extirpated 
kidneys in the most desperate cases, solely relying 
on chromocystoscopy for estimating the functional 
activity of the kidney which was to remain. Ifa 
kidney performed its work with nearly the same 
type of ejaculation, and the urine exhibited the 
same coloring intensity as that from a healthy or- 
gan, he presumed it was funetionating sufficiently 
for the maintenance of life and therefore did not 
hesitate to remove the other diseased organ. Czerny, 
availing himself of chromocystoscopy, has extir- 
pated diseased kidneys where by other methods the 
remaining kidney was not found to be anatomically 
healthy, relying wholly upon this method. 

Chromocystoscopy is quite an advance in the tech- 
nic of cystoscopy, for besides affording a means of 
studying the type and character of the urinary flow 
from the kidney, it facilitates the finding of the 
ureteral orifices. 

Chromocystoscopy is especially useful in cases 
where by the ordinary method it is impossible to 
catheterize ureters displaced by growths, inflam- 
matory adhesions, etc. 

It affords a means of differentiating cysts of the 
ovary, pancreatic cysts, liver cysts, etc., from hydro- 
nephrosis, especially in women. Just in such cases 
where a hydronephrosis is mistaken for an ovarian 
tumor is this procedure the best method of de- 


termining whether a doubtful abdominal tumor be- 
longs to the domain of the gynecologist or the 
surgeon. Not long ago I had the opportunity of 
using this method for a colleague, who, on account 
of the unusual position of a tumor, was in doubt 
whether he had to deal with an ovarian cyst or 
hydronephrosis. By the injection of this salt sub- 
cutaneously, in 20 minutes I was able to demon- 
strate to him the picture of a stream of dark- 
colored urine ejected from the orifices of each 
ureter, a conclusive proof that there was no hin- 
drance to the urinary flow and that he had no 
hydronephrosis to deal with. The disease was an 
ovarian cyst which he promptly removed. 

It frequently occurs in examining a bladder that 
there is some difficulty in finding the orifices of the 
ureters either from disease of the mucosa or the 
conformation of the bladder wall. This difficulty 
is often encountered in tubercular cystitis, because 
in such cases the floor of the bladder is generally 
covered with ulcerations which occlude the open- 
ings. By using chromocystoscopy, however, the 
colored stream shooting out like a miniature vol- 
cano plainly indicates the ureteral orifices, thus 
facilitating the introduction of the catheter for ob- 
taining morphological and bacteriological evidence 
of a diseased kidney. 

Before concluding, a word in explanation of the 
toxicity and electric conductivity tests of the 
urine. The injection of normal urine in animals 
is found to be exceedingly toxic and if the amount 
is large enough it causes certain death. Upon this 
fact the toxicity test of the urine has been utilized 
as a standard of excretory function of the kidneys. 
The toxicity test depends upon the amount of fil- 
tered (24 hours) urine that is required to kill an 
animal, if injected into its veins. In other words, 
the number of c.c. necessary to kill an animal 
divided by the weight of the animal is called the 
urotoxic coefficient. Supposing 500 c.c. of filtered 
urine are injected into an animal and the animal 
weight is 10 kilos, the urotoxic coefficient is 5% = 50. 
Normal urine has a urotoxic coefficient which varies 
between 45 and 55. The smaller the coefficient the 
more toxic the urine, and consequently the greater 
the renal activity and the more competent the kidney 
for the excretion of toxic properties. For clinical 
purposes this method is of small value, and is only 
of interest theoretically in the physiological labora- 
tory. 

The Electric Conductivity of urine is only of 
value in the determination of the eliminative power 
of the kidneys for inorganic salts. It depends on the 
resistance offered by the urine to the electric current 
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in order to determine the quantity of mineral salts 
present. The method is complicated, requires ex- 
pensive and special apparatus, and the results ob- 
tained are too doubtful for clinical application. 

In conclusion the following deductions may be 
drawn: 

1. The existence of a second functionating kidney 
should always be assured before doing any cutting 
operation on the kidney, especially a nephrectomy. 

2. Chromocystoscopy affords the safest, simplest 
and most practical means for ascertaining the pres- 
ence of a kidney. 

3. For practical purposes the function of the kid- 
ney is best determined (a) by chromocystoscopy, 
(b) cryoscopy or the freezing point determination 
of blood and urine, (c) phloridzin test. Of less 
importance for the surgeon, but of interest for lab- 
oratory investigations, the toxicity and electric con- 
ductivity tests of the urine must be considered. 

The most reliable method of obtaining the sep- 
arate urine from each kidney would be by ureteral 
catheterization. 
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The instrumental outfit we 
use is avery simple one; we 
have never had any reason to 
depart from our original apparatus during four 
years of experimental and clinical work and, in- 
deed, the instruments we employ to-day are the 
same ones with which we injected our first case. 
There are various paraffin syringes on the market. 
Experience shows that the ordinary Pravaz syringe 
suggested and used by Gersuny and his followers 
does not answer the requirements of a good paraffin 
syringe. It will suffice for the injection of fluid, but 
not for the harder paraffins, and its packings and 
washers will be damaged by repeated sterilization. 
Eckstein®> places a rubber tubing.over his syringe 
to prevent heat radiation, thus keeping his hard par- 
affin melted. For the same purpose A. von Pflugk®* 


INSTRUMENTARIUM 


has invented a syringe surrounded by a jacket 
of continuously circulating hot water. Quinlan* 
has a similar syringe. To prevent solidification of 
the paraffin in the needle Walker Downie®® winds 
the outside with a fine platinum wire, which is kept 
heated by connection with a storage battery. 

All these instruments, with their numerous modi- 
fications, have one or another advantage over the de- 
vices previously in use; they are, however, not with- 
out fault, the least objection being that, owing to 
their more or less complicated mechanism, they are 
very clumsy to handle and difficult to control. More- 


Fig. 6. Warmon Smith’s Paraffin Syringe. 


over, it is easy to dispense with them, for in Harmon 
Smith’s syringe, which is a modification of that orig- 
inally constructed by Heath*®®, we have an instru- 
ment well: able to answer all the purposes which it 
might be called upon to serve. (Fig. 6.) 


Fig. 7. Smith’s Syringe. 

This syringe consists essentially of a solid metal 
barrel with a small threaded nipple at one end for the 
needle, and fitted with a solid metal plunger to which 


is attached a strong threaded plunger-rod. This 


Smith’s Syringe. 


Fig. 8. 
plunger-rod and its screw threads fit into a strong 
screw-threaded cap at the top of the syringe, which 
in turn fits into a larger cap, screwed on to the top 
of the barrel. This arrangement allows one to either 
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push the plunger in with the thumb as in an ordinary 
syringe, or by gradually turning the plunger-rod 
to force forward the plunger with a steady, sure and 
powerful pressure. The washer between needle and 
syringe is of soft metal. There being no other wash- 
ers or packings the syringe is capable of indefinite 
sterilization without risk of its destruction. (Figs. 
7 and 8.) 

In Yankauer’s clever modification .of Smith’s 
syringe (Fig. 9) to prevent the intermediate 
collar or ring from being jammed between 
the piston-rod and the cap of the barrel, the 
collar has been fastened to a plate, provided 
with two bent arms, which interlock with two simi- 
lar arms projecting from the top of the cap. 
The collar can be easily disengaged for the purpose 
of filling the svringe, etc. The rotation of the pis- 


Yankauer’s Modification of Harmon Smith’s Syringe. 


Fig. 9. 


ton-rod, in injecting the paraffin, is rendered more 
uniform and easy by having the piston-rod jointed 
to the piston proper, instead of being rigidly at- 
tached thereto, as in the original model. 


Fig. 10. Curved Needle. 


An ordinary straight, strong needle (see Fig. 7) 
about 2% inches long is usually sufficient. Rarely 
have we been compelled, from the peculiar site of 
the injection, to use a curved needle. (Figs. 7 


and 10.) 
For injections of very large amounts of paraffin 


we have used the syringe illustrated in Fig. 11. This 
syringe is fitted with asbestos packings and may be 
repeatedly boiled. 

A small vessel for the liquefaction and boiling of 
the paraffin completes the instrumentarium. There 
are several fancy cups on the market for that pur- 


Syringe with Asbestos Packin 
Amounts of Parafhn. 


Fig. 11. for Injection of Large 
pose (Fig. 12). We use a thin glass beaker, hold- 
ing about three ounces, which is surrounded at the 
top by a lead band to prevent its floating, when 
seated in the water bath (Fig. 13). 

Having selected our paraffin mixture 
according to the melting point suitable 
for the individual case, it is placed in 
the glass beaker and allowed to boil for twenty min- 
utes. Operator andassistant are prepared with all the 
aseptic care as though any major operation, opening 
of the peritoneal cavity even, were to be performed. 
The field of operation is scrubbed with soap and 
water, washed with ether or alcohol and then with 
some antiseptic solution. A square of sterile gauze 
with a hole in its center is placed over the site of 
injection. 

Details of special technic and of proper assistance 
as required for the particular cases will be described 
under their own headings. 

In general the syringe is filled from the top after 
removing the screw-cap and piston, the melted par- 
affin being poured from the beaker into the barrel. 
Care is taken to first pour off the scum or other float. 
ing particles, which in spite of all precautions will be 
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found on the surface of the paraffin. The piston 
is then inserted and the cap screwed on. In this way 
one need have no fear of the presence of air-bubbles 
in the syringe. The syringe with the attached 
needle is now laid in a basin of hot antiseptic solu- 
tion, preferably 3% carbolic, and the paraffin allowed 
to cool to a desired physical state, depending upon 


Fig. 12. Metal Paraffin Cup. 

the individual case. Sometimes, if allowed to cool 
too much, the paraffin will plug up the needle. This 
can readily be obviated by dipping the needle into a 
very hot solution immediately before it is inserted 
under the skin. In the case of the very large syringe 
that has no screw-threads to force along the 
piston against the solid column of paraffin in the 
needle, which cools very rapidly, we have found it a 
very useful expedient to draw into the needle a few 
drops of very hot liquid petroleum. This precaution 
keeps the needle warm and insures against the solidi- 


Glass Beaker used by the Authors for Melting and Pour- 
ing Paraffin. 


Fig. 12. 


fication of the paraffin in the needle, provided the 
piston is kept moving steadily forward until the 
syringe is emptied. 

Now we are ready for the injection. Insert the 
needle beneath the skin into the subcutaneous tissue, 
passing the point beyond the center of the proposed 
deposit; steadily and firmly inject the paraffin as 


the needle is being slowly withdrawn. If the de- 
posit is considered satisfactory, remove the needle 
and touch the opening with collodion. 

Much can be said for and against the use of anes- 
thetics and analgesics. Suffice it to say that we 
have never found either necessary. 

Equally important as the operator is the assistant ; 
for upon his knowledge of the directions of least re- 
sistance and the precautions that he has to take to 
prevent the paraffin from following these channels, 
together with his judgment and artistic eye depends 
the success of the operation, from both a cosmetic 
and a surgical standpoint. And we are prepared to 
assert right here, that in any number of failures, 
where the result was spoiled by the shifting of the 
mass, the blame could easily be lodged on the in- 
sufficient assistance rendered to the operator. Take, 
for example, a case of saddle-nose deformity. One 
little jerk of the piston is apt to shoot up a mass of 
paraffin towards the inner canthi of the eyes, if the 
vigilant assistant fails to exert the necessary pressure 
upon the sides of the nose to prevent just such an 
emergency. It is the same while injecting depressed 
scars, notably on the face, where one drop of par- 
affin out of the right place is sufficient to spoil the 
cosmetic effect, and it is perhaps due to the thor- 
ough training of our helpers that no untoward con- 
ditions ever disturbed the satisfactory results in our 
cases. 

There still other 
causes of failure; they be- 
come, however, more or less 
easily avoidable as experience teaches the operator to 
make the proper selection as to quality and amount 
of the paraffin suitable in the individual cases. 

The first cause of failure in an otherwise well 
managed case might be the escape of the paraffin 
after withdrawal of the needle. The precaution to 
paint the puncture wound with collodion will not al- 
ways preclude such an emergency. To obviate it we 
are in the habit of using ethyl chlorid spray ra- 
ther freely over the injected area while the needle is 
im situ, and to impress the patient with the import- 
ance, subsequently, of keping his hands off the 
prosthesis. 

Infection, with subsequent abscess-formation and 
expulsion of the paraffin deposit, is another not in- 
frequent cause of failure. This, however, ought to 
be easily avoided, if judicious care is taken both be- 
fore and after the operation. 

Deformity from overinjection is frequently met 
with in the reports, especially in the first cases of the 
various authors, the cause of it being almost in- 
variably lack of experience. It is altogether erro- 
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neous to assume that every correction must be made 
in One sitting, notably in cases where the site of in- 
jection is rich in loose connective tissue. Just in 
these cases it proves to be more judicious to deposit 
one good lump of paraffin and build up the pros- 
thesis on that basis with subsequent small injections. 
Although not always avoidable, the necessity of ex- 
cising over-corrections should be reduced to a mini- 
mum and it is better policy to inject a dram of 
paraffin too little than a drop of it in excess. 

Aside from the cosmetic failure due to overin- 
jection the introduction of more paraffin than the 
individual case is apt to bear might lead to more 
serious damage, as the excess of pressure, by cutting 
off the blood supply will induce necrosis with all its 
consequences. Wasserman’s® sad experience in a 
case of saddle-nose deformity is very instructive in 
that respect. Two and a half c.cm. of vaselinum 
purissimum album, with a melting point of 104°F., 
were injected, a comparatively small amount, and 
yet it proved excessive. Next morning the patient 
awoke with violent pain; the nose as well as the sur- 
rounding parts of the face, especially the eyelids, 
were considerably swollen; the back of the nose 
showed a dark blue discoloration. Two days after 
injection distinct demarcation; the skin over the 
nose was necrotic and subsequently sloughed off. An 
ultimate skin-grafting saved the appearances. 

Practically the same happens, though perhaps to a 
lesser degree, from injection of the parafin into the 
skin proper, instead of into the subcutaneous tissue. 
An intense redness of the skin is the first sign of the 
onset of a violent inflammatory reaction terminating 
as a rule in sloughing of the superficial skin layers 
and extrusion of the paraffin. 

Some superficial sloughing of the skin has also 
been reported as a consequence of excessive heat of 
the paraffin and burns from a too hot needle. These, 
however, are easily coped with by applications of 
liquor Burowii or similar antiphlogistic agents. 

Injection into very dense, inelastic structures or 
into cicatricial tissue firmly attached to the underly- 
ing and adjacent parts, is equally apt to cause fuil- 
ure. In the first of these conditions Gersuny™ sug- 
gests the use of a mixture of four parts of olive oil 
to one part of vaselin; in one of our cases of “lorg- 
nette saddle-nose” (to be described later—case 13), 
we used a 3:1 albolene-paraffin mixture, with good 
result. In the second condition, as represented by 
scars after operations on bony structures (cases 
Nos. 17 and 18) we first liberate the adherent skin 
with a tenotome and then fill up the defect with 
paraffin. 

(To be Continued.) 


THE TREATMENT OF INGUINAL HERNIA. 


By Cuas. B. Mattery, M.D., 
ABERDEEN, S. D. 


I have made some effort to ascertain the preva- 
lence of hernia in the living population of the United 
States, and am unable to find any reliable data on 
the subject. The fact that there were’ 1,039,094 
deaths from all causes during the census year end- 
ing May 31, 1900, 1,979 of which were from hernia 
(twelve of which, out of a total of 3,088, occurred 
in our State), is sufficient excuse for presenting this 
subject for consideration ; and I think it is fair to es- 
timate that for each death recorded, there must be 
at least ninety-nine living sufferers from this dis- 
ease. Of course, these figures embrace all varieties 
of hernia, but I wish to confine this paper to the 
treatment of inguinal hernia, the most common 
variety, and to inquire whether we are. doing all 
that we ought to do for this condition. 

In treating these cases, three things guide me in 
deciding what I shall do. These are: (a) whether 
it is congenital or acquired; (b) the size of the 
hernia and of the ring, together with the age of the 
patient; (c) present strangulation. And there are 
three methods of treatment, viz.: (a) some form 
of truss; (b) open operation; (c) the injection 
method. 

The truss cannot be looked upon as a cure for 
hernia, although W. B. Coley? believes that most 
cases under four years of age can be cured thereby. 
This is true, if sufficient care is exercised to keep 
a proper fitting truss to retain the hernia on a grow- 
ing child for a period of two years at least, which 
is not an easy matter. But if the truss must be 
used for children, I wish to call your attention to 
a home-made, figure-of-eight arrangement, which 
will come the nearest to filling the requirements. It 
is made by forming a moderately hard cloth pad, 
of size sufficient to cover the inguinal canal, with 
two buttons sewed on it, the upper and external 
one being sewed over a one-inch strip of best elastic 
tape, which passes to the outside, behind and around 
the body, and is buttoned on to the button from 
which it starts, proceeds outside and around the 
leg, and ends by being buttoned on to the lower but- 
ton. These are cheap, can be made at home, and an 
intelligent mother can make them to fit the growing 
child. 

For small herniz in older children and adults, 
this truss will also work well, but while it is pos- 
sible to cure hernia in children by trusses alone, we 
must remember that under five years is the most 
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fatal age, also, and if not cured at this age, there is 
a corresponding longer life in which to suffer. 
Therefore, we should do more for these children. 

Except in children, we do not, as a rule, expect 
a cure from any sort of truss (although quite lately 
I have seen two men who had drawn pensions for 
years for inguinal hernia, and on examining them 
we could find none, and, so far as I know, nothing 
else had cured them); and in adults we perhaps 
do not give enough personal attention to the fitting 
of trusses, often sending our cases to some drug- 
gist, and from him they fall into the hands of itiner- 
ants or quacks, and we lose the opportunity of 
using other means if the truss does not prove com- 
fortable or effective. For these cases, some opera- 
tive treatment is imperative, and all will admit that 
a hernia which can be retained by a truss is a proper 
case for some form of curative treatment. We 
shall, therefore, consider the proper cases for open 
operation. 

First, in this class we put all cases of strangula- 
tion, and when it is present, a short time interven- 
ing between the onset of the pain and the time of 
operation, together with the practical abandonment 
of efforts at taxis, improve the patient’s chance. I 
mean by abandonment of taxis that I would treat 
strangulation in this manner: Inquire how long it 
has persisted, and if not over two hours give mor- 
phia, % grain, hypodermatically, and apply an ice- 
bag, and if the pain stopped wait an hour or two to 
get the full effect of these measures, and then use 
a spray of ether and then taxis, very carefully, for 
not more than twenty minutes. If that fails, it is 
time to operate. Second, all large openings in 
adults which cannot be well held by trusses should 
have this benefit; and inversely with the size of the 
opening and the age of the patient, does my judg- 
ment tend to favor the injection method. 

For all of the congenital cases the injection 
method is to be performed, because the sac must be 
cut into and a part of it left to form the tunica 
vaginalis, and this part is poorly nourished and 
liable to slough, and it is extremely difficult to 
isolate the cord and its vessels from the sac. In 
all cases under ten years of age I prefer the in- 
jection method, for the reasons that it is difficult to 
separate the cord and vessels from the sac; the 
muscles used to form the new floor and close the 
canal are soft and stitches do not hold well; there 
is more difficulty in preventing vomiting and strain- 
ing, and in keeping the ‘patient quiet during the 
process of healing, and more liability to suppuration 
than in older people. Above the age of ten years 


the choice depends on the size of the canal. 


For the proper applica- 
tion of this method, the 
skin should be made 
surgically clean, and for children an anesthetic is 
needed. The only instruments needed are an or- 
dinary hypodermatic syringe with a rather long 
needle. These should be boiled, of course. Various 
fluids are used for this purpose. I have found this 
formula very effective: RB: Fl. ext. oak bark, 3 1; 
tr. opii, gtt. xx; acidi carbolici, gtt. x. Mix. 
Of this from five to twenty drops are slowly 
injected into the tissues immediately over the course 
of the hernia. I have found it necessary to repeat 
the treatment in two cases, after an interval of 
about ten days, but usually one injection is sufficient. 
A truss should be worn for about six weeks, after 
which it is not necessary. 

The result obtained is the same as in open opera- 
tion, viz., an aseptic adhesive inflammation of the 
connective tissue around the neck of the sac, with 
fusion and obliteration of its: serous surfaces. 

Congenital herniz complicated with undescended 
testes, and direct inguinal herniz, are contrain- 
dications to this form of treatment. Also, as before 
stated, large herniz, with large rings and canal, will 
not be benefited by it. 

References: 
* Twelfth Census of the U. S. 
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THE INJECTION METHOD 


TREATMENT OF CANCER BY THYROIDS 
COMBINED WITH X-RAYS.* 
RESULTS IN 1904. 


By CuarLtes AMENpE, M.D., 
NEW YORK. 


Although most of the cases reported below are 
unfinished and yet under treatment the results so 
far in these, together with those of a few older 
cases, will justify a publication which, while in a 
sense premature, gives evidences for a favorable 
outcome in a series of cancer cases now generally 
considered hopeless. 

The origin of the first conception as to the useful- 
ness of sheep thyroids in the treatment of cancer 
the writer is, to his regret, unable to recall or look 
up. Perhaps it was a vague recollection that they 
were one of everything tried for that purpose. A 
prominent specialist says that he had used them 
twenty-five years ago but without success. 

The writer’s first experiments seemed to point 


* Read before the Surgical Section, N. Y. Academy of Medicine, 
May, 1905. 


August, 1605. 


Am EnpeE—Tuyroips AND X-Rays 1n CANCER. 


AMERICAN 1 
JOURNAL OF SURGERY. 


the same way, but with the elimination or absence 
of the substance causative of the severe cardiac 
and gastric disturbances distinctly favorable results 
began to manifest themselves and now seem general- 
ly obtainable. 

As more recently prepared, these, as it were, puri- 
fied or improved, thyroids are administered either 
in substance in capsules, or as a fluid extract in 
liquid form; to the latter constant addition of one 
per cent. of aromatic tincture was found useful. 
The capsules, size O, contain near to 0,9 grammes, 
or about fourteen and a half grains each; their 
dose varies for the majority of cases from four to 
six a day; but as many as twelve were taken for a 
while in urgency, and as little as two in another. 
The daily dose of the fluid extract was one or two 
tablespoonfuls ; in a very bad case four were taken 
for months, but quite probably three, perhaps two, 
teaspoonfuls a day will be found to suffice after in- 
fluence is once established. 

While now most patients can take the largest doses 
for a long time without any inconvenience, some, 
men especially, may experience a disposition to 
diarrheas. In others an increase in blood pressure 
occurs that manifests itself in two ways; one is by 
a slight dizziness, but of short duration; the other 
is a disposition to hemorrhages in cases of carcino- 
mas recurring after hysterectomy; still they were 
found not difficult to check, or to be held in abey- 
ance, until more normal healing set in. 

That not all patients respond equally to, or re- 
quire, the same dose, so that smaller or larger doses 
may become advisable in different cases, or in the 
same case at different periods, will appear natural 
when considering the cachexia usually present and 
the resultant debility, varying in degree, and extreme 
in advanced cases or recurrent carcinoma; the ab- 
sence or presence, and the extent of metastases, and 
with them again their productions; the increased 
susceptibility to various complications upon weak- 


ness of one organ or the other, independent of, and. 


pre-existing to, the carcinomatosis, and the added 
baneful influence in many cases of acquired mor- 
phinism. But except in recurrent uterine carcinoma 
the larger doses proved the best to begin with, the 
patients rather frequently becoming negligent upon 
improvement or through wise councils from with- 
out. 

The foregoing remarks already imply favorable 
influence in post-operative recurrent, and some 
other cases of cancer more recent yet pronounced 
hopeless by leaders in medical opinion. Therefore, 
to meet justified criticism and doubt, but too @ priori 
negation, a few sufficiently detailed histories should 


precede further special statements and deductions 
therefrom. 

Case 1. Mr. B. H., aet. 66. Came to office May 
16, 1901, with epithelioma of lower lip. Advised 
before at clinics and by writer of necessity of the 
usual operation with the information by the 
latter, based upon a previous less developed case, 
of the possibility of successful medicinal treatment. 

Presented a smaller scab upon an inflamed basis 
of irregular contour, about half an inch in diameter ; 
lancinating pains along the lip, severe upon ex- 
posure. Upon thyroids in smaller doses and mild 
local treatment, disappearance of pain and scab and 
reduction of swelling until January, 1902, when the 
thyroids at hand had given out, and could not be 
replaced for quite a while. Conditions re-argravat- 
ing, patient was taken, in May, to the clinic of Dr. 
Morton at the Post-Graduate Hospital for treat- 
ment with the Roentgen rays, which were continued 
until September 3rd, when complete exhaustion of 
means compelled the man to accept a situation that 
made further visits to the clinic impossible. 

Thyroid material again at hand and administered 
since June with consent of Dr. Morton, who, with 
Dr. Reese, noticed an uncommonly rapid improve- 
ment. On September 3rd, swelling reduced to about 
that when first seen, the lip of mottled appearance, 
and at times rather painful ; then gradual subsidence 
of these symptoms under thyroids taken regularly, 
but withheld January because of diarrheas inter- 
mittently. 

The lip appeared completley well in March, 1903, 
and has so continued throughout 1904. No me- 
tastases. No miscroscopic examination in this case 
but seen by so many experts, that doubt as to the 
diagnosis of epithelioma labii inferioris is excluded. 

Case 2. Mrs. L. T., aet. 58.; menopause at 53. 
First call, October, 1902, for bilateral abdominal 
pains radiating to and from the lumbar spine; 
purulent leucorrhea for a year or two, more recently 
sanguineous ; loss of appetite and flesh and gradual- 
ly increased inability to work; all symptoms severer 
towards evening. On inspection uterus rather 
large, firm, injected ; cervix torn; on lower lip a pea- 
sized harder nodule and some small ulcers bleeding 
upon contact; penetrating fetor. Consultation for 
operation deferred for two weeks; trial treatment 
for that length of time with four capsules and two 
teaspoonfuls of fluid extract daily; locally cauter- 
ization, tamponade, etc. Upon evidence of some 
improvement prolongation by request of trial treat- 
ment for another two weeks. November 28th, 
pains ceased ; leucorrhea less, not more sanguineous,. 
but vet fetid; appetite, strength and mentality im-- 
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proved. Therefore continuation of the above do- 
sage with gentle local treatment till April 13, 1903, 
when all symptoms had disappeared. 

No excision at the beginning for miscroscope for 
fear of transfer ; so diagnosis of epithelioma cervicis 
disputable. In all probability hysterectomy woula 
have been the usual procedure in her case. No re- 
currence in 1904. In December, the patient could 
not be located. 

Case 3. By courtesy of Drs. William R. Pryor 
and F. C. Taylor. Upon a casual relation of vari- 
ous observations and partial successes in several 
inoperable cases, the late Dr. William R. Pryor, 
remarking “there is something in that,’ took at 
once a deep interest in the matter and it is but 
just to state that further progress was due largely 
to his aid by recommendation and reference of 
patients. 

Mrs. G. W., aet. 40: Complete hysterectomy by 
Dr. Pryor in the fall of 1900 for adeno-carcinoma 
(microscopic diagnosis). Recurrence about a year 
and a half later. The administration of thyroids 
was begun June 10, 1902, under the supervision of 
Dr. Pryor. The light-hearted patient was ordered 
to take four a day, and seemed to do so as long as 
she suffered pain or felt weak. She allowed, how- 
ever, shorter or longer intermissions when she felt 
better and when she was camping or traveling. 
During the winter and in spring, 1903, she took 
for a while six and then even eight capsules a day. 
In June, 1903, she suffered some hemorrhages for 
which she had local treatment by a physician of the 
neighborhood. Recurrence of hemorrhages in 
September, then with about one month intermission, 
practically continuous bleeding until July, 1904: 
simultaneous development of a tumor in the recto- 
vaginal wall. July 17th, thermocautery by Dr. F. 
C. Taylor. July 22nd, with recurrence of hemor- 
rhages patient was returned to the care of the 
writer. Patient now extremely feeble, unable to 
stand up, had to be lifted by two from her couch 
upon the table standing alongside ; erosion at fundus 
through which a probe would pass into the peri- 
toneal cavity; a lobulated tumor occluding the 
bowel ; a quite extensive, and in places firm, infiltra- 
tion of the vesico-vaginal wall; lancinating pains 
from above pubes; frequent micturition; chronic 
gastritis. 

Was given internally five grammes, one and one- 
quarter drachms, improved thyroid in capsules of 
OO size. Locally, radium, 7000 activity, was em- 
ployed three times a week for three-quarters of an 
hour; small tampons moistened with a mixture of 
four ounces of a twenty per cent. solution of 


Squibb’s solid extract of ergot, one ounce of adrena- 
lin, and five drops of creosote, usually four times 
a day. Soon there was nearly complete cessation 
of hemorrhages and gradual restoration of strength. 
Walked, August 7th, the length of her apartment 
to greet the doctor seen coming; then soon began 
to take exercises on the street; rode on September 
28th, for the first time, about 5 miles to the office 
for treatment with the Roentgen rays, which was 
administered three times a week until December, 
then twice a week. 

Under this regimen gradual disappearance of 
the vesico-vaginal infiltration with increase of 
vaginal lumen. Except when touching a small 
urethral caruncle there was no more pain. Began 
in October to go to church, do shopping for the 
household and visit friends. The erosion at fundus 
obstinate, would seemingly heal, then reappear with 
some slight bleeding; but at end of December the 
bleeding appeared only upon an occassional over- 
stretch by speculum; the recto-vaginal tumor now 
slightly receding; enemata and defecation being, 
according to both patient and nurse, a little easier; 
micturition normal; hysterical depression had 
rapidly changed to brighter mentality. 

The vesico-vaginal inflltration and the posterior 
tumor in this case would seem to be extensions by 
continuity of tissue, and not metastases proper. 

Case 4. Mrs. H. K., aet. 66. By courtesy of Dr. 
Pryor. Menopause at 48. Hysterectomy by Dr. 
Pryor October 22, 1901: microscopic diagnosis, 
scirrhous carcinoma. 

At first call, July, 1902, fetid leucorrhea, erosion 
at fundus, hemorrhages; a chronic gastritis dating 
from long before menopause; upon slightest exer- 
tion gastralgia rendering impossible locomotion for 
more than one block. X-ray forbidden. Under 
gentle local treatment and at the beginning two, 
later with gastric improvement four, teaspoonfuls 
of the fluid extract with from two to later eight 
capsules daily, a slow improvement, so that in 
November she walked the entire length of Central 
Park and spent Sundays entirely in the open. With 
it cessation of hemorrhages and diminution of 
leucorrhea. Administration to a small circular ero- 
sion left in May, 1903, and persistent in June, of 
cupric sulphate solution, one to two hundred and 
fiftv, was followed by extension of the ulceration, 
with renewed hemorrhages, so that X-rays now 
seemed necessary. 

Under these, and the thyroids, gradual cessation 
of the hemorrhages, closure of the wound, and dis- 
appearance of the leucorrhea, so that in February, 
1904, the previously moist labia kept dry and open. 
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Poorly housed, the patient contracted rheumatism 
during the winter, developed in March a nephritis, 
with hydrops in April when the family physician 
took her in charge until her death. 

No metastases in this case, the nephritis not be- 
ing so considered. 

Case 5. Mrs. A. A., aet. 52. By courtesy of Dr. 
Wendell C. Phillips to whose clinic patient came in 
September, 1903, for tinnitus and impaired hearing 
in the right ear. Passage of Eustachian catheter at 
first easy but by degrees impossible. Then con- 
siderable swelling of neck and face on same side, 
some of tongue; and as pressure symptoms on 
branches of the seventh nerve developed, tips of 
tongue and uvula similarly deflected; some difficulty 
in speech; dryness of mouth and nose; impeded and 
painful mastication. 

Information now that the right breast had been 
amputated by Dr. Pilcher for carcinoma (by micro- 
scope), on November 24, 1901; of a second opera- 
tion in May, 1902; a prolonged treatment by x-rays 
three times weekly upon recurrence; and the same 
for a fresh tumor of the left breast. Conditions 
continously aggravating, patient was transferred to 
writer for additional thyroidal treatment. On 
private examination, February 29, 1904, patient 
showed a painful swelling of the entire right arm 
with much impaired mobility ; a chain of indurated 
glands at pectoral fold into axilla; the breast hard- 
ened, with keloids, and a number of suppurating 
scabs; lancinating or dull pains, and inability to 
sleep on that side. With x-rays twice weekly and 
two hundréd grains thyroid substance daily, dis- 
appearance of tinnitus till March 18th, passage of 
Eustachian catheter effected, uvula straight, saliva 
flowing, tongue less swollen, mastication painless, 
and quite some subsidence of swelling of neck and 
cheek. The latter complete in July, with reduction 
of swelling of arm over supinator longus two 
inches, over biceps one inch, and its quite free use 
for work; considerable softening of fleshy part of 
chest and of keloids; all scabs dry, several healed 
off, and patient sleeping on that side. The left 
breast tumor growing larger patient went to hos- 
pital for operation by Dr. Pilcher, with suspension 
of all the above treatment for two months, the new 
wound healing reluctantly. From exit from hos- 
pital till close of the year the thyroid and x-rays 
continued with extended intermissions, but patient 
fair. This case presented metastases. 

Case 6. Mrs. D. I., aet. 42. Recommended by 
Miss Hoff, former nurse of Dr. Pryor. Amputa- 
tion of right breast December 20, 1900, by Dr. W. 
Woolsey ; fibro-myoma with perhaps malignant foci 


adjacent to cuts made by Dr. E. A. Tuttle. When 
first seen February 4, 1904, right arm swollen from 
shoulder to wrist; a smaller tumor at about center 
of clavicle; a larger one posterior to axillary line 
from fifth to eighth ribs; dull and lancinating pains 
throughout; cannot sleep on that side. From the 
first, capsules given, later fluid extract. Soon suf- 
ficient reduction of tumors and swelling of arm, and 
relief of pain for repeated interruptions of medica- 
tion by patient. 

Returned November Ist, because of bleeding 
from left nipple. This was flattened out and de- 
pressed upon a greatly enlarged areolar portion, 
protruding about one and one-half inches wide and 
long from the also enlarged breast containing an 
incipient soft tumor of fully three inches diameter ; 
a few drops of bright red blood exuding upon 
pressure. Upon about a half an ounce of fluid ex- 
tract daily and x-rays with now some regularity 
twice weekly till December 4th, cessation of the at 
first sanguineous, and later clear serous fluid ex- 
pressible from nipple,’ disappearance of the tumor 
within the breast and reduction of the areolar por- 
tion to near normal. But this, and the improvement 
of the right side partially again lost by absence 
tili December 31st. In this case metastases. 

Case 7. Mrs. W. E., aet. 49. Mother died of 
cancer. Amputation of left breast in January, 
1898, by Dr. Curtis; carcinoma by microscope. 
Second operation by Dr. Downes in August, 1902, 
followed by x-ray treatment until summer of 1903 
with negative result. This discontinued by next 
attendant who through quieting pain by morphine 
induced the habit. When first seen by the writer, 
early in April, 1904, was in most critical condition. 

Through pressure of a tumor, extending inward 
from the anterior third of the clavicle, upon the 
bronchus, the recurrent laryngeal, pneumogastric 
and phrenic nerves, there was dyspnea threatening 
suffocation upon slightest exertion; voice weak, 
impure; small and large moist rales; nearly com- 
plete suspension of gastric functions ; corresponding 
emaciation and debility; peculiar high pitched, 
almost incessant eructations, mostly dry, but at 
times bringing up a bland neutral fluid; glandular 
nodes from above left clavicle and scapula up to 
occiput; a large circular and smaller sessile hard 
placques in the right breast with gland chains into 
axilla and upwards on the neck; the left arm 
swollen from shoulder to fingers, the first two 
phalanges inclusive, skin tensely expanded with 
hydropsic color and lustre but hardly pitting, and 
excessively painful at especially the elbow and cir- 
cumflex point of the humerus; cicatrices of left 
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breast keloidal, firmly adherent; a dense network 
of telangiectases over the space from clavicle to 
fifth rib and from sternum to about nipple line; 
menorrhagia, abundant leucorrhea with fetor; no 
albuminuria. 

Treatment had to begin with oxygen inhalation 
for the dyspnea and threatening suffocation; also 
four tablespoonfuls of the fluid extract daily; so 
continued until end of October. Under these suf- 
ficient improvements by May 7th, to ride four miles 
to the office for resumption of x-ray treatment 
twice weekly. Also early disappearance of the 
dyspnea, so that no more oxygen was needed: 
then a very slow diminution in size of the clavicu- 
lar tumor, and of the force, ring and frequency of 
eructations ; a cessation in July of the menorrhagia 
with gradual disappearance of the fetor, and nearly 
complete subsidence of the leucorrhea; decrease of 
the pain in, and swelling of the arm, sufficient for 
voluntary abandonment of the morphine in October ; 
the gastritis very obstinate, necessitating the greatest 
care in diet, but still sufficient increase in strength 
in July to attend to household work, take out-door 
exercise and even participate in a country excur- 
sion. A laryngeal examination possible in Septem- 
ber showed a paretic left adductor as cause of the 
vocal insufficiency. In November the telangiectases 
nearly gone, the previously large and smooth cla- 
vicular tumor outwardly reduced to bean size 
nodules, kernel like ; the placques in the right breast 
mobile, smaller; rales greatly diminished although 
at times considerable expectoration; eructations 
rare. A rheumatic attack beginning in October, 
and increasing in severity in November through 
inability to take the salicylates, interrupted the 
treatment first for three weeks, then longer. As a 
result the pain and swelling of the left arm again 
began to increase. The rheumatic attack was ac- 
companied by an abnormally heavy oxaluria; there 
also appeared hyaline and granular casts and some 
albuminuria. In this case numerous metastases. 

Case &. Mrs. M. V., aet. 42. By courtesy of Dr. 
F. C. Taylor. Hysterectomy by Dr. Pryor Septem- 
ber 20. 1903, adenocarcinoma by microscope. 

At first call November 26, 1904, quite severe 
abdominal pains, erosion at fundus; hemorrhages ; 
vaginal mucous membrane inflamed, toward fundus 
sprinkled with ulcerative dots pinhead size; by 
rectal touch irregular nodules at cicatrix. Was 
ordered now to take four capsules daily, as she 
took them before but irregularly. After five 
x-rayings in addition, cessation of hemorrhages ; 
pains less. She then stayed away, first ten days, 
and then fourteen days. 


Irregular attendance by this patient and also by 
cases five and six evidently must mar the result. 

Besides the above detailed, two more cases came 
under observation of the writer in 1904.- One soon 
stayed away from fear of the rays; the other ob- 
jected to almost everything. 

As now observations by one single man receive 
but little credence, and confirmations are all im- 
portant, Dr. Robert T. Morris placed me under the 
greatest obligation by having Dr. Judd select last 
spring from his clinics three representative cancer 
cases failing under x-ray for trial by adding these 
thyroids. All three responded promptly. 

One, a case of facial epithelioma, is completely 
cured and so far without a relapse. The second, a 
case of sarcoma, left considerably improved in 
October for his native city where x-rays alone con- 
tinue to be administered. The third, a carcinoma 
of the breast, is apparently cured but is still kept 
under observation. 

Another case in a neighboring city of quite ex- 
tensively recurrent carcinoma of the breast. advised 
by Dr. R. T. Morris to receive this treatment, im- 
proved considerably in four weeks, when because 
of burns x-rays were suspended; on their resump- 
tion the case was cured. 

Reviewing now the above, we remember concern- 
ing case number two that hysterectomy in all prob- 
ability would have been the procedure commonly 
preferred. 

In absence of a microscopic examination upon 
its rapid cure, and no recurrence in now twentv 
months the diagnosis of epithelioma cervicis uteri 
must remain in doubt, and is left to individua! judg- 
ment. But it could serve the writer as a guide. 

Analysis of the other seven cases for the effect 
of these thyroids upon cancers shows first, consider- 
able favorable influence produced by them in al! 
cases except number five; second, limitation of this 
influence by either negligence or some well estab- 
lished pathological new formation; and third, fur- 
ther favorable action upon the latter by additional 
administration of the Roentgen rays, in cases one, 
three, four, six and seven. 

The four cases of Dr. R. T. Morris and cases 
five and seven of the writer’s, previously failing un- 
der x-rays, improved by adding the thyroids. 

In case three considerable constitutional better- 
ment obtained under combination with 7000 radium 
but there was appreciable reduction of tumor under 
x-ray alone. 

The tendency to increase uterine hemorrhages 
manifested in case three previous to the writer’s 
attendance. In case five an older breast tumor pre- 
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sented that needed operation while in case six one 
of recent development yielded to treatment. 

Metastases were found in cases five, six and 
seven, but did not develop in the others. Whether 
or not this was due to the earlier administration 
of the thyroids in the latter must remain an open 
question. 

To a minor extent in case three, and possibly 
also in case seven, bony structures may have pro- 
tected neoplasms against the x-rays, but hardly in 
these cases annulling them. 

The fluid extract was preferred in cases six and 
seven because of higher efficiency, then the material 
in capsules because easier to take and calling for 
but little if any digestive exertion. Cases three 
and eight received capsules because less productive 
of uterine hemorrhages. 

In a case of a large inoperable goiter Dr. Lasher, 
acting upon advice of Dr. R. T. Morris, obtained 
a satisfactory result from the daily administration 
of a tablespoonful of the fluid extract. 

A satisfactory explanation for the mode of action 
of these thyroids cannot be offered. 

Their nature excludes a bacterial antitoxin. Then, 
too, case one is one of those wherein,—the anatomi- 
cal structure of the lower and upper lip being 
identicai, both moist and warm and in almost con- 
tinous apposition with occasional friction —infec- 
tion would of necessity have occured if the cause of 
cancer be bacterial. 

The reduction of swellings, not exactly tumors; 
the absence, if not prevention of metastases; and 
. perhaps too the rapid cure of the fresh forming 
breast tumor point to an effect upon the lymphatics. 
The euphoria, early manifesting in all cases, would 
seem to have as material either the destruction or 
non-formation of a toxin from the diseased tissues. 
Examination of the thyroids of younger patients 
gave no results; besides size is no criterion as to 
the proper function of the gland. Still the decided- 
ly beneficial action (herein all the above and a 
number of other cases agree), of these thyroids 
would seem to indicate that the reason why identical 
causes, the various irritations foremost, incite in 
some persons cancer while in others not, may quite 
possibly have to be sought for in the thyroid gland. 
The approximate identity in the age limit for the 
disappearance of this gland with that for predis- 
position for malignant formations would seem to 
support that view. 

Another obscure point is why after the failure of 
either singly, these thyroids or the x-ray, their com- 
bined use gave the above related results. 

Arsenic, as Fowler’s solution, tried simultaneous- 


ly with the thyroids once in an older case, and upon 
advice of Dr. Pryor in case four, produced such 
hebetude as to require prompt withdrawal, and 
should be cautioned against. 

Thiosinamin, used with success in several fibroid 
tumors, proved unavailing in malignancy. 

Hypodermatic injections of the fluid extract, 
which, by the way, is not fluorescent, has thus far 
proved of no special value; nor has a dialyzed pre- 
paration. 

At the request of Dr. Pryor these preparations 
were put upon the market, perhaps a little pre- 
maturely, Messrs. Eimer & Amend, New York, sup- 
plying them. 

The greatest caution should prevail in drawing 
conclusions. 

The number of the cases, while unselected, is 
small. But together with Dr. Morris’ cases all 
showed a beneficial result from the combined ad- 
ministration of x-rays with these thyroids, and 
when x-rays alone failed—affording at least suf- 
ficient encouragement for further trial of this treat- 
ment. 

Treatment, though continuous and persevering 
should begin early or at first symptoms of recur-— 
rence following operation, which latter, wherever 
possible, will continue by far the simplest, and in 
so many cases, a satisfactory procedure. 
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A CASE OF OBSTRUCTION OF THE 
BOWELS. (ANNULAR STRICTURE OF 
THE DESCENDING COLON WITH 
UNUSUAL SYMPTOMS.) 

By R. D. Mason, M. D., 


Professor of Rectal Surgery in the John A. Creighton 
Medical College; Surgeon to St. Joseph’s Hospital. 


OMAHA, NEBRASKA. 


Intestinal occlusion may be the result of so many 
different causes that a correct diagnosis in many 
cases is extremely difficult. 

All who were connected with the following case 
were led into error as to the exact cause and loca- 
tion of the trouble, although all agreed that there 
was an obstruction of the bowel somewhere :— 

Mr. M., age 35, farmer, had always been healthy 
and had never suffered from any intestinal trouble 
with the exception of constipation which alternated 
with diarrhea. This had continued for about two 


| 
| 
| 

| 


i 


Mason—INTESTINAL OBSTRUCTION 


August, 1905. 


years and at times was quite serious. After being 
constipated for some time he would take a large 
amount of cathartic medicine before an action could 
be had and then the bowels would be too loose for 
awhile, only to have the constipation again return 
with a repetition of the cathartics and diarrhea. In 
December an acute attack of obstruction came on. 
His physician, Dr. W. N. DeArmond, of Dedham, 
Iowa, at once recognized the trouble and gave him 
very intelligent treatment. This consisted at first 
of calomel, salts and such other cathartics as seemed 
indicated, but without results, and, as severe vomit- 
ing had set in, all medicines were discontinued and 
reliance placed on enemata. The doctor stated that 
he had no difficulty in getting the water to flow 
freely and that the rectal tube was easily passed 
about sixteen inches into the bowel. As the patient 
was rapidly growing worse and was beginning to 
have an elevation of temperature, he was sent to 
St. Joseph’s Hospital and placed in my care. 


He was suffering some pain, not at all severe. 
The temperature was slightly elevated, the abdo- 
men somewhat distended, with vomiting at inter- 
vals, which consisted of the watery contents of the 
small intestines having a strongly fecal odor. That 
an obstruction existed was evident, but there was 
nothing to indicate its nature or location. It was 
decided to open the abdomen at once, which was 
done. An incision was made in the median line and 
the greatly distended intestines allowed to protrude 
on the abdomen where they were wrapped in hot 
towels and carefully examined. About three feet 
proximal to the cecum the distention suddenly 
ceased and below this point the bowel was flaccid, 
absolutely empty, and apparently lifeless. No other 
cause for the obstruction could be found. The con- 
dition was seen at this point by both Drs. Allison and 
Hamilton, of Omaha, who were of the opinion that 
this was the cause of the trouble and as gas could 
be forced through the collapsed portion and as no 
further obstruction could be found, the abdomen 
was filled with salt solution and closed. The patient 
rallied well from the operation and the following 
night had a good bowel movement, the first for 
more than a week. This was followed by several 
others during the next three or four days and it 
was thought that he would soon be all right, but 
about the fourth day the old symptoms returned. 

After having opened the abdomen so that the 
condition could be seen a diagnosis was made of 
ileus due to intestinal paralysis. With a view to 
stimulating the muscular fibers of the bowel he was 
put on increasing doses of atropine. This seemed 
to be what was needed, as he had one or two small 


passages a day for several days, and seemed a little 
better or at least no worse. 

His temperature remained slightly above normal, 
but there was but very little vomiting and the abdo- 
men remained flat. However, the condition ap- 
peared to slowly grow worse, and it seemed that 
something more radical must be done to save the 
patient’s life. After further consultation it was de- 
cided to wait a few more days, in the meantime 
keeping up the enemata and if no results were ob- 
tained, to again open the abdomen. About this 
time I read a report of five cases of post-operative 
intestinal paralysis treated with eserin. I ordered 
hypodermatic injections of one one-hundredth of a 
grain of this drug (physostigmine sulphate) which 
resulted in a bowel movement in two or three hours 
and another the next day. The patient brightened 
up and improvement seemed very marked and we 
again thought that we were on the right track, as 
the treatment seemed to meet the indications. Again 
our hopes were in vain, as he rapidly relapsed into 
the old condition and I decided to again open the 
abdomen,—which I did just three weeks from the 
time of the first operation. He was now in a pretty 
bad condition, as he had been for about five weeks 
with almost no nourishment, besides having gone 
through the shock of the previous operation. The 
abdomen was opened slightly to the right of the 
previous incision which had healed firmly by pri- 
mary union. The bowels were difficult to manage 
because of the great distention with gas. Expecting 
to find the obstruction in the same place that it was 
before, search was made at this point, but the ileum 
was now greatly distended almost to the cecum 
where a collapsed section was found about 6 inches 
long. Gas could easily be forced into this and it 
would remain dilated. As every indication seemed 
to point to the small intestine as the seat of the 
trouble much time was spent in search which was 
without result, except that several short sections 
were found collapsed and flaccid exactly as at the 
first operation ; but they all seemed healthy and gas 
could be forced through them. 

Attention was now turned to the colon. As the 
bowels were so greatly distended it was impossible 
to get into the pelvis to search carefully so a small 
incision was made in the cecum and the gas and 
fluid feces allowed to escape. This rendered the 


work comparatively easy and, after going over the 
whole colon, an annular stricture was found at the 
junction of the descending colon and sigmoid flex- 
ure. This involved about three inches of the bowe! 
which were excised and the ends united with a Mur- 
phy button. 
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As the patient had been on the table a long time 
and was in a bad condition the abdomen was closed 
as rapidly as possible. He was placed in bed, stimu- 
lants administered and every effort made to counter- 
act the shock which was very great. He rallied 
somewhat, but only for a short time, and died about 
twelve hours after the operation. 

There are some features about this case that are 
very interesting and, it appears to me, somewhat 
unusual. I can find no reference in literature to the 
fact that an obstruction in the colon might cause a 
large section of the small bowel to collapse and re- 
main absolutely empty while the remainder was 
greatly distended with gas and fluid feces. This 
condition was especially prominent at the first oper- 
ation when the entire lower end of the ileum, about 
three feet, was empty and perfectly flaccid, while, 
at a well-defined point the gut was not only distend- 
ed with gas, but contained a large amount of fecal 
matter. This would naturally lead one to suppose 
that there was a paralysis of the nerves supplying 
this part of the bowel. This condition may be 
brought about by the absorption of lead or other 
mineral poisons, but this man was a farmer who had 
not been exposed to any such toxic substance. 

It is also surprising that so much water could be 
injected into the bowel with an almost complete 
stricture so near the lower end. The doctor who 
first treated him said that he injected from two to 
three pints of water, which were retained. Also, as 
before stated, the rectal tube passed about six- 
teen inches into the bowel with perfect ease. This 
can only be accounted for by supposing that the 
stricture was not complete until the very last, as at 
that time not even gas could get through. It is very 
easy to be mistaken in regard to the passage of the 
rectal tube. I have repeatedly thought that the tube 
had gone its full length into the bowel only to find 
that it was coiled in the rectum. In fact, I have 
about concluded that it is almost impossible to pass 
the tube above the promontory of the sacrum. I 
can only account for his having several bowel move- 
ments of fair size after the first operation, and also 
after the eserin was given, in this way: at this time 
he was given no enemata and fluid feces may have 
worked through the stricture into the sigmoid and 
rectum where the water was absorbed and they 
were passed as more or less solid stools. This still 
leaves unexplained the fact that he was not at any 
time able to pass gas. 

The exact nature of the stricture is still in doubt, 
although I believe it to have been syphilitic. Tuber- 
cular stricture rarely occurs in this region, but is 
often found lower in the rectum or in the region of 


the cecum. It is generally the result of a local de- 
posit of the tubercle baccilli and is accompanied by 
ulceration. The actual time that a tubercular stric- 
ture will produce symptoms of obstruction is prob- 
ably less than a year, as there is a general loss of 
health with pulmonary symptoms of the disease or a 
local breaking down of the tubercular stricture, and 
an abscess and fistula is the result. This patient had 
been troubled with signs of an obstruction for two 
years, and yet was otherwise in good health. Neither 
had there been any discharge of blood and pus as 
there would have been had the disease been tuber- 
cular or inflammatory. This really leaves syphilis, 
carcinoma, and dysentery to be accounted for as 
possible causes. As there had never been any dysen- 
tery, this may be ruled out and not further con- 
sidered. The fact that so long a time had elapsed 
and that there had been no discharge of any kind 
would be against carcinoma. Another reason to be- 
lieve that it was not this disease is that it surround- 
ed the gut the same on all sides, showing a well 
defined deposit in the bowel wall. Carcinoma sel- 
dom if ever does this, but protrudes into the cavity 
of the bowel on one side and gradually spreads 
around the lumen in irregular masses, which finally 
bring about entire occlusion. Syphilis comes on 
slowly and is caused by a gummatous deposit under 
the mucous membrane spread equally on all sides of 
the bowel and gradually shutting off the lumen from 
the outside to the center equally with no part pro- 
truding into the bowel more than another. 

It is true that he gave no history of syphilis, neith- 
er did he of tuberculosis or carcinoma, and yet we 
know that syphilis often shows itself in persons who 
have no reason to suspect it and whose family his- 
tory is above reproach. 

I regret that the section of bowel removed was 
not saved and examined by a pathologist, but un- 
fortunately it was lost. 

I think now that I could have made a correct 
diagnosis with the pneumatic proctoscope had we not 
all been so sure that the large intestine was not in- 
volved and had the symptoms not all pointed so 
strongly to an occlusion of the small intestine. 


A JOURNALISTIC “BEAT.” 


It will interest the subscribers of the American 
Journal of Surgery to know that it was the first 
medical journal in America—weekly or monthly— 
to print the news of the death of Professor von 
Mikulicz, the authenticity of which was determined 
by cable correspondence with Breslau. 
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DISABILITY AFTER SHOULDER TRAUMA. 


Much pain and prolonged or even permanent in- 
complete loss of function are so often the unfortu- 
nate results of injury to the shoulder by slight 
violence, their anatomical causes are so obscure 
and the treatment so unsatisfactory that any ra- 
tional contribution to the subject is most welcome. 
In the Medical News, June 3, 1905, Alfred S. Tay- 
lor expresses the opinion that often in disabilities 
following a fall upon the shoulder the essential 
lesion is a palsy produced by overstretching of the 
brachial plexus, entirely comparable to obstetrical 
palsy in infants, while in shoulder disabilities fol- 
lowing a fall forward upon the outstretched hand 
the plexus is similarly injured by pressure between 
the clavicle and the first rib. 

In six or eight cases which he saw at clinic he 
elicited the history “that the patient had so fallen 
as to strike on the head and shoulder simultane- 
ously and force them suddenly apart.” Such an ac- 
cident would, indeed, cause stretching of the bra- 
chial plexus, but there is reason to believe that in 
most of these cases the head is not involved in the 
fall, and usually, moreover, there is no evidence of 
violence sufficient to produce the stretching re- 
quired. While steady traction, not violent, will 
produce brachial palsy, as in narcosis-paralysis, 
momentary stretching must be by considerable force 
to effect the same result. Although Taylor’s de- 
scription may apply in some cases, in most there is 
certainly no extensive palsy of the Erb type, and 
atrophy is not as marked a sign as in his cases. 


Inability to raise the arm beyond 180° from 
the body and pain in the shoulder and often, also, 
in the deltoid insertion, are features common to so 
many of these cases that one is, indeed, tempted to 
seek an anatomical explanation applicable to all. 
We cannot accept injury to the plexus as this ex- 
planation—although such injury no doubt exists in 
some cases and although there may be reason to 
believe that the circumflex nerve has been damaged 
in still a larger number of the cases. 

There are so many anatomical factors that may 
enter and so many different ways (directions and 
degrees of force) by which the trauma is inflicted 
that we have not yet been able to recognize any one 
lesion as the common cause of the disability. In 
most cases the damage appears to be in, or in ana- 
tomical connection with, the joint itself. The oc- 
currence of a brief subluxation of the humerus has 
not been satisfactorily demonstrated. Multiple 
bursitis about the joint—especially subdeltoid bur- 
sitis—may account for the pain and disability, but 
perhaps does not entirely explain the chronicity. 
Capsular tears and displacement of the glenoid car- 
tilage cannot be demonstrated clinically nor can 
they be excluded. Chipping of the glenoid rim or 
even more extensive fractures, skiagraphs to the 
contrary notwithstanding, certainly occur in some of 
these cases. 

The question is of more than academic interest 
for if injury to the plexus is assumed to be the fun- 
damental lesion (and Taylor does not claim that it is 
in all cases) then the treatment he advises would be 
rational, viz., “immobilization of the extremity for 
three weeks to effect nerve repair” ; whereas clinical 
experience teaches that in most of these cases of 
shoulder disability early, persistent, active and pas- 
sive movements should be instituted. 


CHORIONEPITHELIOMA AND THE ETI- 
OLOGY OF TUMORS. 


The parasitic theory of cancer has been discussed 
in the editorial columns of this journal in a previous 
number. A strong argument against a parasitic 
genesis of tumors is furnished by chorionepithelio- 
ma of pregnancy. This variety of tumor has been 
fully known since 1895, when Marchand recognized 
its true nature and pointed out its intimate relation- 
ship to the normal chorion or trophoblast. With- 
out definable differences we can trace, step by step, 
the intimate and continuous series formed by the 
normal trophoblast, the non-malignant hydatid 
mole, the malignant metastasising hydatid, the 
true chorionepithelioma of the uterus, and finally a 
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chorionepithelioma completely separated from the 
placental site, often indeed without any demon- 
strable connection with any pelvic organ, commonly 
spoken of as ectopic chorionepithelioma. No 
great morphological differences appear between the 
normal chorion ectoderm and the most malignant 
chorionepithelioma; the same cell types, often 
quite similarly arranged and showing the same 
affinity for invading the bloodvessels, causing 
hemorrhages and fibrin formation, can be recog- 
nized in the normal tissue and in the malignant 
tumor as well. Not even the boldest parasitologist 
has dared to look for the germ of chorionepithe- 
lioma. An unusually active, but normal, tissue of 
the body has run wild for unknown reasons (it is 
claimed that this increased proliferative activity 
is due to an excessive production of lutein in the 
ovary) and overcomes the resistance of the parent 
organism, which it may finally overpower and 
destroy, although at times a spontaneous regression 
of metastases is noted. 

Tumors similar to the chorionepithelioma of the 
female have been reported as occurring in terato- 
mata of the testicle. While the chorionepithe- 
lioma of pregnancy bears the relation of descend- 
ency to the mother, the tumor of the testis, embryo- 
logically, bears that of consanguinity to the. host. 
In homely language, the chorionepithelioma of 
pregnancy is the child, the chorionepithelioma of 
the testis is the twin brother. 

These tumors not only are evidence against the 
parasitic theory of tumors, but they may also be 
considered strong, though not complete, proof of the 
old Cohnheim theory of the embryonal origin of 
neoplasms. Unfortunately, the new light cast upon 
these vital practical and pathological questions, 
by the study of chorionepithelioma, brings us no 
nearer to the primary influences that cause the 
excessive proliferation of an otherwise normal 
tissue. 


THE CLINICAL VALUE OF CRYOSCOPY IN 
SURGERY. 


Probably no other laboratory method has created 
such vigorous and polemical discussion during the 
last five years, as has the estimation of the freezing 
point of blood and urine. As soon as Koranji an- 
nounced his observations concerning the inter-rela- 
tionship between molecular concentration and freez- 
ing point of body fluids, clinicians took up the idea, 
with the hope of establishing a definite basis for 
the diagnosis of kidney diseases. Renal incapacity, 


it was thought, would show itself invariably by 
causing a lower blood freezing point, and a higher 
urine freezing point. Such was the claim made by 
Kuemmel, Rumpel, Caspar and others, who attempt- 
ed to limit their indications for operative interfer- 
ence in kidney lesions by the cryoscopic findings. 
Their contentions were at once attacked by Israel, 
Kapsammer and others, who reported cases now 
and then, to show that cryoscopy often gave illusory 
results. 

Thus the matter stood, with weight of authority 
on both sides, until the recent contribution of Rov- 
sing, the Danish surgeon (Archiv fuer Klinische 
Chirurgie, Bd.75, Heft 4). Rovsing concluded, after 
a careful test embracing a large series ofkidney oper- 
ations, that cryoscopy was not only a worthless 
method, but also a dangerous one, in that it was apt 
to lead the clinician to false conclusions. It really 
seemed that this work of Rovsing would put a 
quietus on cryoscopy for all time. But in the last 
number of the Archiv fuer Klinische Chirurgie 
Rumpel answers Rovsing, defending his and Kuem- 
mel’s former statements and claims. 

Cryoscopy, as a method, has suffered, owing to 
the attempt to deduce too much from it. It has 
been shown repeatedly that the freezing point of 
blood and urine is influenced by other thar renal 
conditions, e. g., diet, fluid ingesta, anemia, myo- 
carditis, abdominal tumors, cachexia, exercise, etc. 
Such being the case, (and Rumpel admits that such 
is the case) our interpretation of cryoscopic find- 
ings must of necessity be tempered with a good deal 
of judgment. Kuemmel’s dictum of “freezing point 
of blood above—o.60°C., hands off ; below—o.60°C., 
go ahead,” is indeed somewhat radical, and much 
the same as saying “in diabetic gangrene of the 
foot, if more than 3% of sugar, amputate above the 
knee ; if less than 3% below the knee.” 

In disease, we are dealing not with an organ, but 
with an organism, therefore a composite picture 
must always be borne in mind. Strauss, in his re- 
cent book, “Bedeutung der Kryoscopie fuer Diag- 
nose und Therapie von Nierenkrankheiten,” wisely 
says that the freezing point is of value, only when 
the clinician considers it in connection with the en- 
tire clinical picture presented by a concrete case. 

No diagnosis ought to rest purely on the result 
of a mechanical process, save possibly the diagnosis 
of a purulent focus after pus has been aspirated. 
Sir Joshua Reynolds, had he been a physician in- 
stead of a painter, would doubtless have worded 
his famous aphorism: “Mix your laboratory find- 
ings with brains, sir.” 

M. G. S. 
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A fracture produced by only slight violence 
should at once raise the suspicion of a malignant 
growth. In such a case a uniform dark shadow 
about the bone as seen in the fluoroscope is to be in- 
terpreted as a neoplasm rather than as callus, for 
recent callus is not opaque to the x-rays. 


In the treatment of fractures of the forearm no 
consideration is more important than the avoidance 
of contractures of the fingers, by the intelligent use 
of splints and by means of early, active and passive 
movements. 


Involuntary urination very often means a dis- 
tended bladder, and in old men it should at once 
indicate an examination into the condition of the 
prostate. Vomiting, too, is often caused by disten- 
tion of the bladder. 


In the presence of anemia or of faintness, with- 
out other apparent cause, inquire concerning the 
passage of black stools. The condition may result 
from hemorrhages due to an ulcer or neoplasm of 
the small intestine. 


Inflamed areas and abscesses about the knees of 
creeping infants should be examined for foreign 
bodies. 


An amputation for malignant ulceration should 
not be performed until the possibility of its being 
merely a broken-down gumma has been satisfactor- 
ily excluded. 


Tinnitus aurium, present only in the recumbent 
posture, is suggestive of aneurism of one of the 
posterior cerebral vessels. 


After circumcision it is important to prevent ad- 
hesion of the reflected mucous fold of the prepuce 
to the corona glandis by the daily passage of a probe 
about the corona, and by the use of vaseline. 


Individuals with bluish sclerotics, and with dark 
lanugo over the upper part of the back are usually 
of tuberculosis diathesis ; and these signs are not in- 
consequential in making a diagnosis. 


Surgical tuberculosis, no less than pulmonary 
tuberculosis, calls for the most careful general treat- 
ment, post-operative and otherwise. 


The temptation should not be yielded to to incise 
a psoas, hip or other “cold” abscess, except in iso- 
lated instances and then only under the most rigid 
asepsis. The production of a mixed infection means 
chronic sinus, chronic invalidism and, often, amyloid 
disease. 


Children who complain frequently of pain in the 
stomach should be examined for evidence of begin- 
ning Pott’s disease. Such cases treated before the 
development of curvature usually yield very satis- 
factory results. 


In the early months of pregnancy examinations 
should be made to determine that there is no retro- 
version or to treat it if it exists. A retroverted 
gravid uterus impacted in the curve of the sacrum 
always aborts. 


Before operating for pharyngeal adenoids or 
hypertrophied tonsils make sure that these are not 
merely an expression of status lymphaticus. If 
they are, do not employ an anesthetic. Also deter- 
mine whether the patient is a hemophiliac. If he is, 
do not operate at all. 


When applying a plaster dressing to the leg al- 
ways include the foot if the patient is to be confined 
to bed; otherwise “drop foot” will develop. 


In dealing with infections or injuries of the fingers 
amputation should be a dernier resort. This is 
especially the case with a thumb, the most important 
of all the fingers. 


The painfulness of withdrawing packings that 
have dried in a wound may be avoided by soaking 
them with peroxide of hydrogen. 


In an acute condition simulating intestinal ob- 
struction, if a large mass can be felt in the abdomen 
think of omental torsion. 


In typhoid fever spontaneous rupture of the 
spleen may simulate intestinal perforation. 


In excising a varicocele under local anesthesia, 
tie the upper ligature first ; the pain of tying the low- 
er ligature will then be abolished. 


When operating for empyema thoracis it is a 
good rule to aspirate again when the pleura is ex- 
posed and before it is incised. This may save some 
embarrassment. 
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Die Verwundungen durch die Modernen Kriegsfeuer- 
wafien, ihre Prognose und Therapie im Felde. 
(BrBtioTHEK v. CoLer.) By Stassarzt Dr. 
BRANT, Assistenzarzt der Chirurgischen Klinik der 
Charité. Volume I. General Considerations. Berlin: 
AUGUST HIRSCH WALD, 1905. 


This is the first work on modern military surgery pub- 
lished in German and is based on the author’s experiences 
in the Boer war in South Africa and in the Boxer move- 
ment, combined with an extensive study of the literature. 
Numerous references are especially made to the statistics of 
the Cuban and Philippine campaigns. The work deals 
mainly with the wounds of small caliber projectiles, and 
the first volume presents the general features of the sub- 
ject, the construction of modern weapons and projectiles, 
and the prognosis and treatment of wounds in the soft 
parts, bones and joints. In general the author coincides 
with the conclusions of MacCormac and other English sur- 
geons in their reports of the South African war, as regards 
the treatment of wounds in the field. These consist in the 
importance of the aseptic pad which each soldier is to carry 
and which is to be applied directly to the wound without 
much preliminary cleansing. Probing and other meddle- 
some features are to be strictly avoided, bullets being re- 
moved only when causing symptoms of pressure. Com- 
pound fractures are to be treated on the same principles, 
the only precaution necessary being that in fractures of the 
long bones the soldiers shall not be removed from the field 
hospital for at least a week. The whole subject is so 
clearly and systematically presented that the subsequent 
volumes on visceral injuries will be awaited with great 
interest. The book is fully and aptly illustrated from living 
and museum specimens. 


Clinical Treatises on the Pathology and Therapy 
of Disorders of Metabolism and _ Nutrition. 
By Pror. Dr. Cart von Noorden, Physician-in-Chief 
to the City Hospital, Frankfort a.M. Translated under 
the direction of Boardman Reed. M.D., Part VI. 
Drink Restrictions (Thirst Cures), Particularly in 
Obesity. By Prof. Carl von Noorden and Dr. Hugo 
Salomon. New York: E. B. Treat & Co., 1905. 
Price, 75 cents 


This, the sixth of the monographs upon disorders of 
metabolism and nutrition, edited by Prof. von Noorden, de- 
fines the authors’ position upon the question of the limita- 
tion of liquid ingesta in cardiac and renal diseases, in 
obesity. and other pathological conditions. As the heart 
is usually weakened in obese subjects, the reduction of fluids 
is important in that the work of the circulatory apparatus 
is thereby lessened. The reduction of fluids below 1500 c.c. 
daily, not including the water contained in the solid food 
eaten, the authors consider not alone unnecessary, but even 
harmful. The loss in body weight following a so-called 

“thirst cure” is attributed to the resulting “dehydration of 

the blood and tissues,” as well as to the concomitant ano- 
rexia. From original investigations the authors conclude, 
hower, that drink restriction per se causes no increase 
in the combustion of fat. V. Noorden’s cure for obesity 
rests upon the limitation of the caloric value of the food 
ingested rather than upon the deprivation of fluids. 

This little volume, translated under the direction of Dr. 
Boardman Reed, places the auestion of “thirst cures” upon 
a rational and physiological basis. 


Bakteriologische Untersuchungen ueber Haende-Desin- 
fektion und ihre Endergebnisse fuer die Praxis. 
By Dr. Mep. O. SArwey, a. 0. Professor in Tibingen. 
pages. Berlin: Aucust HirscHWALpD, 1905. 


A considerable portion of this monograph is taken up 
bv a discussion of the work of Ahlfeld and of R. Schaffer, 
who claim respectively to have attained complete and rela- 


tive freedom from bacteria. Sarwey’s technic, which is 
fully described, is beyond reproach, and far surpasses that 
of the above-mentioned authors, who likewise are his harsh- 
est critics. Sarwey concludes that the normal hand cannot 
be completely freed of bacteria either by Ahlfeld’s (hot 
water-alcohol) or other methods, and that, after repeated 
mechanical rubbing and soaking in hot water, the number 
of bacteria found increases. The so-called mechanical 
methods of hand disinfection (marble-soap of Schleich) 
are particularly ineffectual if used alone, and have done 
harm in the profession, which accepted the claims of their 
originators without sufficient proof. Of the various meth- 
ods in use Fiirbringer’s and Ahlfeld’s stand well in the van, 
but the author regards the following technic as the best: 
five minutes’ (by the clock) thorough washing and brush- 
ing of hands and forearms with Schleich’s marble-soap or 
Westhoff’s saposilic, using several changes of water; five 
minutes’ washing and brushing with 2 per cent. lysoform- 
alcohol or 2-10 per cent, alcoholic sublamine solution. This 
is followed by the drawing on of sterile rubber gloves, of 
which Sarwey is a warm advocate. 

These conclusions appear fully warranted by the pains- 
taking bacteriological work performed, and are in accord 
with American views; for in this country rubber gloves are 
no “passing fad,’ as Ahlfeld has called them. To those 
doing work along these lines or more deeply interested in 
the question, this little volume is of undoubted value. 


A Practical Treatise on Fractures and Dislocations. 
By Lewis A. Stimson, A. B., M.D., LL. D., Profes- 
sor of Surgery in Cornell University Medical College, 
New York; Surgeon to the New York and Hudson 
Street Hospitals; Consulting Surgeon to Beilevue, 
Christ’s and St. John’s Hospitals, ete. Fourth edition, 
revised and enlarged. 331 illustrations and 46 plates 
in monotint. 844 pages. New York and Philadel- 
phia: Lea Brornuers & Co., 1905. 


“Hamilton on Fractures and Dislocations” was the Amer- 
ican classic a generation ago and Stimson’s work is its 
logical successor. Certainly in scientific accuracy, in eru- 
dition, and in completeness, no surgical text-book is more 
deserving of being ranked as a classic. 

At once a valuable guide and a complete reference work 
to the reports of rare fractures and dislocations and un- 
usual complications, it is, for all purposes—academic and 
practical—the best modern treatise on the subject in our 
language, if not in any language. 

ot too much praise can be bestowed upon the first nine 
chapters dealing with the pathology, etiology, symptoma- 
tology, diagnosis, repair and clinical course, complications 
and remote consequences, treatment and general prognosis 
of fractures and the causes of delayed and faulty union 
and non-union; nor upon chapters XXVII to XXXIV, in- 
clusive, which deal with the corresponding considerations 
of dislocations. 

Much new matter has been added to the chapters on 
fractures and dislocations of the wrist and hand. The 
sections on fractures of the foot, notably that on frac- 
tures of the metatarsal bones, while thoroughly up to date, 

might deservedly have been less condensed. 

X-ray studies and those furnished by operative treat- 
ment have supplied much new material throughout the 
work. It is interesting to note that Stimson holds to the 
value of the properly conducted, non-operative treatment 
of fracture of the patella in all but those relatively few 
cases in which the conditions present frankly render it 
inadvisable. The indications and contra-indications for 
operative treatment in old dislocations are summarized in 
a bravely conservative spirit. 

The profusion of excellent illustrations—photographs, 
anatomical representations and skiagraphs—deserves at 
least a passing mention. 

Not the least interest in the work lies in the fact that 
while it is rich in references to the experiences of others, 
its essential teachings are based upon an enormous per- 
sonal experience, through a number of years, in which the 
author has devoted his best thought and energies to the 
study and development of the surgery of the traumatic 
lesions of the bones and joints. 
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The Doctor’s Recreation Series. CHARLES WELLS MouL- 
ton, General Editor. Volume IX. THe SHRINE oF 
AEScuLapius. Edited by OswaLp SOTHENE. 277 pages. 

Akron, Ohio: THE SAALFIELD PUBLISHING Co., 1905. 


‘Like the first volume of this entertaining series, “The 
Doctor’s Leisure Hour,” the ninth contains an array of 
medical anecdotes, squibs and jokes. In addition, how- 
ever, and occupying most of the volume, is a selection of 
serious, witty ten | sentimental stories, addresses, etc. 
Among these may be mentioned Nathaniel _Hawthorne’s 
“Dr, Heidegger’s Experiment”; Oliver Wendell Holmes 
on “The Practical Ethics of the Physician”; “Rhoderick 
at Surgeon’s Hall,” by Tobias Smollett; “The Etiology, 
Diagnosis and Treatment of the Prevalent Epidemic of 
Quackery,” an address by Dr. George H. Gould; and the 
wittily true and truly witty satire, “Mr. Dooley on (the 
Practice of Medicine and) Christian Science.” As in the 
preceding volumes, a table of contents is provided but, 
also as in the other volumes, no page numbers are given in 
the table—a fault that ought to have been corrected. 

Aside from its historical, literary or merely entertaining 
features, the Doctor’s Recreation Series is educational in 
that much of the contents good-humoredly portray our 
foibles and weaknesses; and it is helpful for us occasion- 
ally to see ourselves as others see us. 


Progress in Surgery and Gynecology. 


A Résume of Recent Literature. 


The new monthly, Surgery, Gynecology and Obstet- 
rics, published in Chicago under the editorship of Dr. 
Franklin H. Martin, “was evolved in the minds of its or- 
ganizers from a deep feeling that the field of the three 
allied specialties represented by its title is not over-culti- 
vated, and that there is already a place for a creditable 
magazine representing in one publication these three di- 
visions of surgery.” However much justified that feeling 
may prove to be the first issue (July, 1905) is, indeed, 
“creditable.” It is pleasing in form and satisfying in sub- 
stance. Type, paper and illustrations leave nothing to be 
desired, and some noticeable errors in proof-reading and 
editing are faults neither serious nor difficult to correct. 

Among the ten original articles seven are gynecological 
or obstetrical. Among these is 


Clinical Types of Pregnancy 
Ciirton Epcar. 

In this rather short paper Edgar attempts a clin- 
ical classification, viz.: 1. Benign type, which in- 
cludes the usual, and usually mild, gastric and nervous dis- 
turbances of the early months of pregnancy. 2. Sub- 
acute type. of which the pre-eclamptic state is given as an 
example; but the other states that belong to this group are 
not made clear by Edgar. 3. Acute toxemia, usually marked 
at first by cortical excitation and later by cortical depres- 
sion and terminating fatally. The earliest cases are those 
of acute hepatitis and acute yellow atrophy of the liver. 
4. Fulminant toxemia, resembling an acute infectious dis- 
ease and causing death before a diagnosis can be made. 
5. Toxemic coma without convulsions. 6. Acid intoxica- 
tion simulating hepatic toxemia. 7. Cumulative toxemia, 
the result of repeated pregnancies in quick succession. 8. 
Pseudo-toxemia,—persistent hyperemesis without clinical 
symptoms of toxemia. 

In a paper on Short Incisions in Certain Common 
Operations Writer VAN Hook recommends incisions one 
inch or less in length for the remova! (subcutaneously) of 
tuberculous glands of the neck, for chronic appendicits (the 
incision being just large enough to introduce a finger anda 
forceps into the abdomen), for cholecystostomy, thoraco- 
tomy for empyema, suprapubic cystotomy and perineal pros- 
tatectomy. Since Van Hook ‘insists upon the caution. . . 
that incisions are never to be made so short as to hinder 
the operator from doing his very best work . . .’ it would 
seem that they should never be as short as he advises. 


Iodine in Surgery, with Special Reference to Its Use 
as an Antiseptic, by NicHoLas SENN, is a most interesting 


Toxemia. By. 


and timely article. It briefly refers to the history of iodine, 
and reviews the wide range of usefulness of iodine and 
of its salts in internal medicine, in surgery and in derma- 
tology. The antiseptic properties of iodine are presented 
from the bacteriologist’s standpoint and from surgical ex- 
perience. Claudius’ method of sterilizing catgut awakened 
Senn’s interest in iodine and stimulated him to test it in 
suppurating wounds, phlegmons, etc., and as an accessory 
in hand disinfection. It is not destructive of tissue, but 
stimulating. It is more productive of phagocytosis than is 
iodoform. It is the safest and most potent of all known 
antiseptics. In I per cent. aqueous solution (iodine 1, 
potassium iodide 1, water 100) it may be used freely in 
open wounds and as a wet dressing. In the treatment of 
simple hyperplastic goiter, actinomycosis and blastomycosis, 
it is very serviceable, used locally, its action here being 
increased by employing cataphoresis. 


A Treatment of Fracture of the Neck of the Femur 
Designed to Improve Functional Results by Im- 
mediate Reduction of Deformity and by Effective 
Protection During the Period of Repair. Roya 
Wuitman. Am. Journ. Med. Sciences, July, 1905. 


Whitman pleads against the vicious method of “laisser 
aller” so frequently applied to fractures of the neck of 
the femur. In patients over 60 years of age it is almost 
hopeless to attempt correction and cure, but in more youth- 
ful patients correction of the deformity, even when 1m+ 
paction has taken place, or in incomplete fracture (trau- 
matic coxa vara), should be carried out by fixation at the 
normal degree (45°) of abduction, overcoming the deform- 
ity gradually and combining traction with this movement. 
In practice the patient is placed upon a Lorenz pelvic sup- 
port and anesthetized. The limb is somewhat flexed and 
then slowly abducted, the flexion and external rotation be- 
ing corrected as the manipulations proceed, and finally the 
shortening is overcome by traction (measurements being 
compared with the sound limb). If necessary, inward pres- 
sure may be made against the trochanter and care should 
be taken not to let the lower fragment sink posterior (dor- 
sally) to its normal position. To retain the limb in its cor- 
rected posture Whitman employs, in children and young 
adults, a plaster spica reaching from the mammary level 
to the toes; in older patients the splint extends only high 
enough to permit molding about the pelvis and down to 
the calf, in order to facilitate a semi-recumbent posture. 
If there is no shortening a traction weight of 10-14 lbs. 
will suffice. Even unfavorable cases, such as from their 
age are usually untreated, should be placed in the short 
spica as it relieves pain. After eight weeks cautious passive 
movements, massage, etc., are instituted, but many months 
must pass before normal function may be allowed. In the 
interval crutches or, better, a modified Taylor hip splint, 
should be used. 

If the treatment fails, the parts are at least in good con- 
dition for the open operation. An antero-lateral incision, 
to the outer side of the tensor vagine femoris exposes the 
capsule. A sharp drill is passed through the trochanter into 
the inner fragment and left in situ. (subcutaneously). 
Where deformity from continued malposition and contrac- 
tures prevents the ideal operation synostosis to the acet- 
abulum or fixation in front of this cavity may be aimed at. 

In adolescence traumatic coxa vara should be distin- 
guished from epiphyseal disjunction. In the latter the 
onset is gradual and the limitation of motion is greater. In 
this last form the open operation is indicated. Old cases, 
of both varieties, may be relieved by subtrochanteric cunei- 
form osteotomy and fixation in forced abduction. 


Surgical versus X-Ray Treatment of Rodent Ulcers 
and Epitheliomata of the Face, with Report of 
Operated Cases. C. O. THEINHAUs. Medical Her- 
ald, May, 1905. 


In the author’s hands the x-ray has proven of little value 
in the radical cure of epitheliomata of the face, and he 
particularly deprecates their use in early cases which are 
still amenable to surgical treatment. He believes they 
should be employed only in inoperable cases. 
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Knee Injuries, and How to Manage Them. 
WILLARD. American Medicine, June 17, 1905. 


The pain arising in a sprain of moderate degree is most 
readily relieved by applications of hot water; the shortest 
convalescence will be attained by plaster strapping. For 
sprains of more severe grade with effusion into the joint, 
ice bags, rest and a rigid dressing are employed, followed 
by massage and passive motion. For effusions of great 
dimensions Willard does not hesitate to open the joint. 

Displaced semilunar cartilages can be reduced under 
anesthesia by making traction of the lower leg to draw it 
away from the femur, then making strong pressure on the 
displaced cartilage, the leg is strongly flexed and rotated, 
then quickly extended. It is not wise after the first dis- 
placement to perform an open operation, as the cartilage 
may become fixed; but in order to prevent recurrence the 
patient must use great caution against violence and especial- 
ly against undue flexion at the joint. Should slipping recur, 
the joint should be opened and the cartilage fixed to the cir- 
cumference by kangaroo tendon, or removed if diseased. 
The joint is then placed in plaster of Paris and at the end 
of a couple of weeks massage and active and passive motion 
are used to prevent ankylosis. Ankylosis in any joint is 
often the result of permitting serous and bloody effusions 
to remain toolong. This can be prevented by early removal 
of the effusion. Loose bodies should not be operated upon 
in the acute stage but in the interval. 

The treatment of hysterical joints should be commenced 
with etherization, and moderate forcible movements, fol- 
lowed by massage and the various methods above de- 
scribed. 

In the case of blood clots within the joint the treatment 
by ice, rest and the posterior splint should be employed. 
If the diagnosis is well established it is wiser to open the 
joint and remove the clots. 


Further Reports on Spinal Anesthesia. (Weitere Mit- 
teilung uber Riickenmarksanaesthesie). J. PREINDELS- 
BERGER. Wiener Klin. Wochenschrift, No. 26, 1905. 


The efforts to retard the absorption of drugs injected 
within the dural sac by adding adrenalin, and by using 
gummy, gelatinous or oily vehicles have been unsuccessful. 
Non-toxic drugs should therefore be employed. The au- 
thor uses tropo-cocain, in doses of 0.04 gms for perineal 
operations, 0.05-0.06 gms for work on the lower extremi- 
ties, and 0.07 (the maximum dose) for herniz or opera- 
tions in the hypogastrium. The solutions are sterilized, 
within a partly filled glass phial (water bath), which is 
closed by fusing the end, and resterilized before using. 
He allows a little of the cerebrospinal fluid to escape be- 
fore injecting. In 30 per cent. of all his operations he 
employs spinal anesthesia. In all 345 anesthesias have 
been conducted by this method. Occasionally insufficient 
effect requires induction of general narcosis. One serious 
collapse and six minor conditions of collapse were noted. 
Headache is often felt for 1-2 days afterward. The great- 
est variety of cases was operated upon, the method being 
particularly successful in herniz, genito-urinary work and 
all operations on the lower extremities. 


The Treatment of Abdominal Injuries with Especial 
Reference to Gunshot Wounds of the Liver. Cot. 
Joun E. Summers, Jr. Jour. of Assoc. of Military 
Surgeons, June, 1905. 


Summers believes that in the field where the operating 
facilities are usually not of the best and where delay is 
encountered, the expectant plan in dealing with penetrat- 
ing wounds made by the modern high velocity bullet will 
yield better results than the operation. In garrison life, 
however, where the facilities are first-class, he prefers to 
open the abdomen at once without waiting for classical 
symptoms to develop. Summers has had nine cases of 
gunshot wounds of the liver with two deaths. If the pulse 
is not too rapid and holds its own he does not believe in 
operating. He used a large round needle with plain cat- 
gut inserted at some distance from the perforation; the 
suture is either interrupted or mattress. 


De Forest 


The Employment of Celluloid Plates for Covering 
Openings in the Skull in Operations for Epilepsy, 
Brain Tumor, etc. Witt1am Perrin NICHOLSON. 
N. Y. Med. Journ., June 3, 1905. 


The plates employed by Nicholson are made from the 
convex top of an ordinary celluloid powder box, which 
can be shaped with scissors according to the size of the 
opening, allowing a sufficient edge to overlap the bone. 
As boiling destroys the convexity the plates are sterilized 
by chemical means. They are fixed to the bone by silver 
wire at corresponding points on the cranium and plate. 
Healing is usually complete in a week. Nicholson has 
pon: this method in six cases with extremely satisfactory 
1esults. 


The Treatment of Certain Stubborn Forms of Endo- 
metritis. (Ueber die Therapie bestimmter, der Be- 
handlung schwerzugdanglicher Endometritisformen.) 
O. ScuaeFFer. Monatschrift f. Geburtshilfe u. 
kologie, June, 1905. 


Tubercular and gonorrheal forms are not considered ex- 
cept as they appear in mixed infectious (bacterial endo- 
metritides). The author divides these into deep-seated 
infections; imflammations complicated by patulous os (lac- 
eration, ectropion) and diseased vagina (lacerated perineum 
with patulous introitus); and bacterial implantation into 
the deep layers of the endometrium due to untimely curet- 
tage (curettage when there is a florid purulent discharge). 
Schaeffer strongly deprecates curettage during the period 
of florid discharge or during persistent hemorrhages, as 
the bacteria thus gain readier access to the deeper layers 
of the freshly wounded endometrium. He believes in the 
application of tarry oils or liquid fats which are readily ab- 
sorbed. Every other day he inserts, after preliminary cervi- 
cal dilatation, which is of great importance so as to relax 
the uterus, a smail elongated uterine cotton tampon sat- 
urated with the following or similar mixtures: 

Paraffin. liqu, 50.0 

Vasogen, 20.0. 

Aq. destillat., 15.0. 

Lanol. anhydric., 5.0. 

Itrol, 5.0-15.0. 

M. f. ung. fere liquid. D. ad. vitr. nigr. 

This tampon should protrude slightly from the external 
os. It usually is expelled into the vagina within 24-48 
hours, 

In very stubborn cases with a stiffened smooth vaginal 
mucosa it is well to precede this intrauterine treatment by 
occasiona! introduction of yeast into the cervical (not 
uterine) canal, followed by dry vaginal tamponade, and 
to repeat this maneuver several times during 2-4 weeks and 
then to institute the above intrauterine treatment. If these 
combined procedures are nevertheless followed by repeated 
relapses a mild atmocausis, just sufficient to produce a 
reactive zone, should be tried and again followed by in- 
trauterine tamponade. In subacute goriorrhea, combined 
yeast and intrauterine guaiacol- or protargol-salve tam- 
poning may prove efficient. 

Cervical and perineal tears* require to be cured, as they 
afford ready means of ingress to the bacteria. 

The metritis cirrhotica of the climacteric evinces itself 
by hemorrhages. The curettings show merely fibrous tissue 
and few atrophic glands. Curettage, cauterization or at- 
mocausis are indicated. 

Endometritis circumscripta, due usually to changes at the 
placental site, in poorly developed uteri, leads to retroflex- 
ion, menorrhagia, profuse “glassy” discharge and post- 
partum hemorrhage. Topical applications do not reach the 
affected parts; curettage and repeated uterine tamponade 
with gauze are indicated. The author’s hyperplasia glandu- 
laris endometrii uteri hypoplastica, usually seen in the small 
uteri of virgins or young women, is a particularly difficult 
form to treat. The hemorrhages are at first controlled by 
stypticin, etc., later these drugs fail. He advises introduc- 
tion of specially long and well sterilized laminaria (24 
hours), light curettage with a dull curette, followed by 


swabbing with half strength ferric chloride and tamponade 
with iodoformized gauze saturated in liquid iodoform or 
After- 


itrol salve, which remains in situ for several days. 
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treatment consists in daily hot douches and repeated dilata- 
tion with laminaria or gauze to stimulate the uterine cir- 
culation. 

Several other forms of endometritis mentioned are rarer 
and of less clinical importance. 

It will probably be impossible, in practice, to distinguish, 
in each case, the exact variety of endometritis encountered, 
yet if the etiology and symptoms are considered this is 
often possible. The author’s advice to beware of routine 
curettage is worthy of notice, and his efforts to arrive at a 
more rational treatment of endometrial diseases, based upon 
their pathology, deserves earnest consideration, 


Chronic Oophoritis. (Die chronische Odphoritis.) A 
THEILHABER, Muench. Med. Wochenschrift, No. 24, 
1905. 

Theilhaber found that the statistics of various authors 
dealing with chronic odphoritis varied from 10 to 3 per 
cent. In 5000 gynecological cases he made the diagnosis of 
idiopathic odphoritis in two cases only, and in these two 
cases persistence of symptoms led to operation. The 
ovaries of these patients proved normal. The usually as- 
signed symptoms such as enlargement, tenderness to pres- 
sure, subjective ovarian pain and menstrual irregularities 
are all unreliable. From large statistics it has been found 
that the physiologica] variations in size of the ovaries is 
very great, and that their microscopical variations are like- 
wise. The ovarian symptoms are usuallv neurasthenic or 
neuralgic in origin, and except as a sequel to advanced or 
extensive tubal trouble odphoritis does not exist as an idio- 
pathic disease. 


Metrorrhagia in Interstitial Nephritis. C. G. Cumsrton. 
Buffalo Med. Journal, June, 1905. 


Among other systemic causes, uterine hemorrhage may 
be due to the high arterial tension of an_ interstitial 
nephritis. As the routine method of treatment of metror- 
rhagia consists in giving ergot, a strong vaso-constrictor, 
the local condition will become aggravated instead of im- 
proved. Appropriate treatment for the kidney disease— 
diet, vaso-dilators, etc—should be supplemented by hot 
douches, or, if necessary, by curettage. 


Accidental Perforation of the Uterus During Curet- 
tage—A Case with Bowel Injury and Resection 
of Four Feet of Small Intestine. HeEs- 
SERT. Chicago Medical Recorder, May, 1905. 


Hessert reports an interesting case where a pregnant 
uterus was perforated with a Goodell dilator; on insert- 
ing the placental forceps presumably into the uterine cavity 
the small intestine was-pulled down; this was iramediately 
recognized, replaced and the uterine cavity was filled with 
gauze. Laparotomy was done seven hours after the acci- 
dent; the abdomen contained a few clots of blood, the 
bowel was uninjured, but the mesentery was torn off for 
a considerable distance. Resection of four feet of intestine 
was performed and a transvérse perforation on the an- 
terior wall of the uterus admitting one finger was sutured. 
Recovery uneventful. The author reviews the literature 
of accidental perforation of the uterus and finds that it oc- 
curs usually in the puerperal or post-puerperal period, in- 
fection in particular being a very common predisposing 
factor. The perforation is done either with a probe, sound, 
curette, douche point or dilator. The dilator in particular 
is a great source of danger, because it is often inserted 
without a previous knowledge of the position of the uterus. 
The dangers of perforation lie either in infection of the 
peritoneal cavity, the injection of solutions, or injury to 
the bowel or omentum. The author cites interesting cases 
of each complication. The accident can be avoided by 
care; an accurate diagnosis of the size, position, mobility, 
and consistency of the uterus should first be determined ; 
th: question of angulation forward or backward should 
be known before introducing dilators, especially Goodell’s. 
The author advises against irrigation of the uterine cavity 
except in septic cases. As regards treatment of the per- 
foration he lays down the following rules: when the acci- 


dent occurs after antiseptic precautions and is done with 
a probe, and if there is no evidence of visceral i injury, then 
the treatment is largely expectant. All irrigation should 
be omitted and the uterus is packed. If the perforation is 
done with the curette and the operator is immediately 
aware of the accident, the treatment may be the same as 
above. If the rent is large or there is prolapse, laparotomy 
should be done immediately. In infective endometritis, if 
the condition of the patient allow, vaginal hysterectomy 
had best be done. 


The Causes of Femoral Phlebitis. Cuas. H. Goop- 
ricH. Brooklyn Medical Journal, June, 1905. 


Goodrich devotes a large part of his article to the study 
of post-operative phlebitis. As contributing factors, he notes 
cyanosis with consequent increase of CO: in the blood, the 
pressure of the lower margin of an abdominal binder and 
the Trendelenburg and lithotomy positions, in which a 
slowing of the blood current occurs. He contraverts the 
theory of Clark, who explains it as being due to a thrombo- 
phlebitis arising in the deep epigastric vein extending in a 
retrograde fashion to the iliac and femoral vein. Goodrich 
quotes two cases of femoral phlebitis which occurred after 
a rectal operation, where a phlebitis in the deep epigastrics 
could not occur, The author says that it occurs most fre- 
quently after an operation for appendicitis and has had two 
cases in which this complication arose. Next in frequency 
are hysterectomies and ovariotomies. Post-operative phle- 
bitis never results fatally. 


Ethyl Chlorid Anesthesia of the Membrana Tympani 
and External Auditory Canal. Ep. H. Scuizp. 
Journ, Amer. Med. Assoc., July 8, 1905. 


Schild regards this method of anesthetizing the mem- 
brana tympani for purposes of incision as nearly ideal. He 
begins with an almost imperceptible spray until the patient 
feels a certain degree of coolness, the volume of the spray 
is then slowly increased, the rapid vaporization being facili- 
tated by air blown from a Politzer bag. The spray is shut 
off as soon as the patient complains of an aching sensation. 
Schild has invented a special attachment and apparatus 
whereby the spraying can be easily seen and regulated. 


Carbolic Acid Gangrene. Justin HeErotp, Medical News, 
July 1, 1905. 

Herold reports a case where a one per cent. solution ap- 
plied to a finger for 22 hours resulted in gangrene, necessi- 
tating amputation. He warns against the use of carbolic 
acid in any dilution or even in ointment on the fingers or 
toes. Herold gives a review of the literature in regard to 
the pathogenesis. Mild solutions are more dangerous than 
concentrated ones, inasmuch as they cause less pain and 
in consequence their effect is an insidious one. The treat- 
ment is entirely prophylactic. Carbolic acid should never 
be used as a wet dressing. Herold recommends in its 
stead liquor Burow. 


Acetonuria in Non-diabetic Surgical Cases. JosHua C. 
Hussarp. Boston Med. and Surg. Journal, June 29, 
1905. 

The publications of Brewer, Kelly and others on the pres- 
ence of acetone in the urine in some fatal cases following 
anesthesia or operation, and the bad prognosis which these, 
authors have ascribed to this association has led Hubbard 
to make a study of acetonuria in surgical cases. The first 
step was to determine the presence of acetone in the urine 
in all patients that entered the hospital. In 145 patients he 
found it in nine instances! (Tests are not given.) In none 
of these cases was the convalescence after the operation 
marred by any untoward event. During the convalescence 
of some cases, because of signs or symptoms, the urine 
was examined for acetone to furnish, if possible, an ex- 
planation for the irregularity of the convalescence. He 
reports five cases in which acetone was found, but all the 
cases recovered. In each instance large quantities of bicar- 
bonate of soda were administered. What the course of 
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these patients would have been had the condition gone un- 
recognized is, of course, unknown. In two cases, one of 
acute appendicitis and one of acute osteomyelitis of the 
femur, the patients died. Whether the acetonuria, how- 
ever, was in any way responsible for the fatal outcome can- 
not be determined. Hubbard arrives at the following con- 
clusions: 

1. Acetonuria is of more frequent occurrence than has 
been thought. 

2. Its presence without symptoms has no effect on opera- 
tive treatment or prognosis. 

3. Its presence with moderate symptoms is of only slight 
importance. 

4. Its presence with severe symptoms is of the gravest 
importance, 


New Lines Defining the Relationship of the Femur to 
the Pelvis. Srewarr L. McCurpy. Pennsylvania 
Medical Journal, June, 1905. 


The author arrives at the following conclusions: 

1. Transpelvic lines crossing the pubic spines will cross 
the trochanteric eminences in children and above the same 
points in adults, and when the trochanter is found above 
this line, displacement from some cause is always present., 

2. Disregarding the pubic spines, two lines may cross 
the pelvis. One, through the anterior superior spines, and 
a second through the trochanteric eminences. If these lines 
are not parallel, then displacement exists on the side on 
which the lines converge, or are closer. 

3. Upon the skeleton may be demonstrated the inaccuracy 
of the usual method of estimating shortening of an ex- 
tremity unless the femurs are placed at the same angles 
with the pelvis on the two sides. 


Apparently Unavoidable Errors in the Diagnosis of 
Psoas Abscess. H. Aucustus WILSON. American 
Medicine, July 8, 1905. 


In determining the presence or absence of psoas abscess, 
it is necessary to determine the condition of the spinal 
column; either a kyphosis or the presence of marked rigid- 
ity of the spine indicating a healed Pott’s disease. The 
thigh early assumes a characteristic position; it first be- 
comes flexed on the abdomen and then adducted and ro- 
tated outward. In psoas abscess simulating hip disease, 
anesthesia will sometimes be of value in showing that the 
hip is free. Since in psoas contracture the muscle is in a 
state of contraction, further flexion of the leg does not 
produce additional enlargement of that muscle. The con- 
trast with the corresponding muscle will be the guide. 
The most important differential signs of psoas abscess 
from femoral hernia are: the kyphosis, and the presence 
of a mass above Poupart’s ligament with bimanual fluctu- 
ation. It is also important to observe that in psoas ab- 
scess, impulse or coughing, while present in the upright 
position, is not present in recumbency because the tumor 
disappears by force of gravity unless the sac is very tense. 
Wilson reports a number of interesting cases, demonstrat- 
ing the difficulty of diagnosis of psoas abscess. 


The Surgical Importance of Cervical Rib. Cart Beck. 


Journ. Amer. Med. Assoc., June 17, 1905. 


Cervical rib is found very frequently in dissections, but 
in only a small number of cases does it give rise to symp- 
toms. The size of the rib varies from the stage where it just 
projects beyond the margin of the transverse process to that 
in which it is a true rib with cartilage. In about two-thirds 
of the cases it is on both sides. For reasons unexplained, 
the symptoms rarely appear before the twentieth year. The 
principal symptoms are superficial pulsation of the sub- 
clavicle to be the best method of exposing the rib. The 
plexus. At times a true aneurism of the artery has been 
produced. The x-ray is the most important diagnostic aid. 
Treatment is purely surgical. Beck finds a triangular flap, 
running directly downward along the trapezius and then 
conducted toward the sternum about one inch above the 
clavicle as the best method of exposing the rib. The 
brachial plexus and the subclavian artery being retracted, 
the scaleni are divided at their insertion; by means of a 


ring-shaped periosteotome the rib is freed from any muscu- 
lar insertions, and is removed either with beak-shaped rib 
shears, or the Gigli saw. It is scarcely necessary to add 
= the removal of the rib should not be done superios- 
teally. 


Bronchoscopy for Removal of Foreign Bodies from the 
Lungs. E. FLetcHer INcats. N. Y. Medical Journal, 
July 8, 1905. 


Ingals gives a full review of this subject and some valu- 
able data obtained by personal experiences. The various 
instruments are described in detail. An important and 
valuable modification of the original method of Kilian is 
the special form of obturator which Ingals applies into the 
larynx before inserting the bronchoscope; the introduction 
is greatly facilitated thereby and the tolerance on the part 
of the patient is increased markedly. The author has also 
invented other ingenious aids, such as pin catchers, aspirat- 
ing tubes, cofton carriers, etc. Ingals has performed 
bronchoscopy in twelve instances and regards the opera- 
tion as a very important addition to surgical methods. 
Because of the. difficulties and special knowledge required, 
it should be performed only by an expert. For the details 
of technic the reader is referred to Ingals’ very interesting 
original article. 


A Contribution to Hemophilia with Special Reference 
to the joint Symptoms of the Disease. F. P. Kin- 
nicut. Medical Record, June 10, 1905. 


Kinnicut reports a fatal case of hemophilia in which 
there were many attacks of bloody effusions into various 
joints. The arthritic types of hemophilia are often very 
puzzling to a surgeon owing to the fact that the patient 
frequently sees no-association between his tendency to bleed 
easily and the acute swellings in his joint, and thus fails 
to inform his physician of his previous history, It is al- 
ways well, therefore, to suspect hemophilia in cases of 
acute non-febrile monarthritic pain and swelling, especially 
if there is discoloration beneath the skin. According to 
Kinnicut the knee is most often affected, then the elbow, 
ankle, hip and shoulder, in the order named. There are 
three stages in the pathological process: first, hemar- 
throsis,—in these cases the blood is absorbed and complete 
recovery follows; the second stage is usually present after 
numerous effusions,—the joint contains serum and deposits 
of fibrin, the synovia is thickened, there may be adhesions 
and erosions of the cartilages; the third stage is that of 
deformity with more or less ankylosis. The lesions of 
the second and third stages have often been mistaken for 
tuberculous arthritis. As regards therapeusis, Kinnicut 
has much faith in the internal and external administration 
of calcium chloride; the external applications are rendered 
more efficient by the addition of a little nucleo-albumen in 
the form of thyroid, thymus or ovarian extracts. He also 
recommends the application of a stream of carbonic acid 
gas to a bleeding surface, and its inhalation, combined with 
oxygen, in concealed hemorrhage. 


Practical Points Concerning the Technic of Colostomy. 
SAMUEL G. Gant. American Medicine, June 24, 1905. 


Gant employs the Bailey method, in which the gut is 
placed between the layers of the muscles, or the muscles 
and skin. The method obviates the necessity of forming 
a spur, because the structures through which the bowel 
passes hold the legs of the loop parallel until adhesions 
have formed. Gant pulls the gut up from below and down 
from above until it is taut and removes 5 to 15 inches; this 
does not increase the mortality and prevents subsequent 
procidentia. Except in cases of acute obstruction, the bowel 
should not, be opened immediately. 

For the closure of spurs Gant has devised a fenestrated 
clamp with a shank bent so that it lies flat against the 
abdomen. It is a modified form of the Dupuytren clamp. 
It is allowed to remain in situ until it comes away un- 
aided; the tissues are then freshened and sutured. The 
clamping operation is preferable, but when for any reason 
it is contraindicated resection should be done. 
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Gastro-Enterostomy. Ww. H. WaTHEN. Journal Am. 
Med. Assoc., June 17, 1905. 


Since the first gastro-enterostomy performed by Wolfler 
in 1881, this operation has passed through many and vari- 
ous phases, in the effort to render its technic as nearly 
ideal as possible, That this attainment is anything but a 
settled matter is shown by Wathen,, who publishes the re- 
sults of a personal inquiry among many of the prominent 
surgeons of this country and abroad. Wathen’s own be- 
lief is that the operation of the future will be a posterior 
retrocolic gastro-enterostomy near the duodeno-jejunal flex- 
ure without any entero-enterostomy, and that the operation 
should be done with a suture. The results of his personal 
inquiry in the main follow out these precepts. Only Ochs- 
ner and Deaver still make long loops; Park pays no atten- 
tion to the length of the loop, as long as he can make the 
anastomosis as near the pylorus as possible. Deaver (and 
Mikulicz) is the only one of the surgeons quoted who per- 
forms entero-enterostomy. As regards the use of the but- 
ton the opinions are divided: Czerny and Murphy use it 
exclusively; Kocher is beginning to use it more frequently, 
while Mikulicz reserved it only for cancer cases. It is 
curious to witness the confusion aroused by the question of 
vicious circle. Moynihan says he avoids it by propping the 
patient up in bed as early as possible; Mikulicz claimed 
that since adding the entero-enterostomy this complication 
had not occurred; while Park, on the other hand, has never 
seen a vicious circle in his practice, although he does noth- 
ing but a simple gastro-enterostomy. Kocher says vicious 
circle is a serious affection, Czerny stops it by washing the 
stomach, Mayo avoids it by eliminating a loop, while Ochs- 
ner claims that it is due to the fact that the anastomosis 
is not made in the lowest part of the stomach. Robson 
and Deaver have not even seen this complication. 


Surgical Aspects of Gall Stone Disease. JoserpH WIEN- 
ER. Medical Record, July 8, 1905. 


Wiener gives a clear and concise review of the surgical 
aspects of cholelithiasis. He especially dilates on the fallacy 
of seeking jaundice as a symptom of gall stones. The 
author is a firm believer in the early operation, We 
should not wait for empyema, gangrene or perforation to 
develop, nor for the development of jaundice and ob- 
struction of the common duct. He does not, however, be- 
lieve in operating every case of cholelithiasis as soon as 
the diagnosis is made; the indication depending on the 
efficacy of medical treatment. On the other hand, if jaun- 
dice has developed and we are sure it is due to obstruc- 
tion by stone in the common duct, Wiener believes in 
waiting. The indication for delay, however, is not made 
clear by the author. Cholecystectomy is the operation for 
all cases, in his opinion. 


Report on Gall-Bladder Surgery, with Especial Refer- 
ence to Early Diagnosis and Early Operative In- 
terference in Cholecystectomies, with a Brief 
Summary of Twenty-eight Cases, Including six 
Cholecystectomies. Frank Martin. Medical News, 
June 17 and 24, 1905. 


Martin believes in removing gall stones in every case 
where the diagnosis has once been made, but does not ap- 
prove of cholecystectomy in every case. The latter opera- 
tion is only to be performed in badly infected or gangrenous 
bladders. The removal of gall stones incident tq opera- 
tions in the abdominal cavity for other conditions, he re- 
gards as unjustifiable. He has had no death in his series of 
cases, Why cholecystectomy should be done only in the 
acute, gangrenous cases is not clear. 


Acute Gastric Dilatation Following Operations and in 
Disease. Tueo. B. Appet. Pennsylvania Med. Jour., 
June, 1905. 


The symptoms begin about three or four days after an 
operation or accident, usually abdominal, and consist in 
the vomiting of large quantities of green, faintly aromatic 
material containing hematin and bile salts. The symptoms 
of intestinal obstruction ensue, the quantity of urine 


diminishes, the pulse becomes rapid and the temperature 
runs between 100° and 101°. Dilatation of the abdomen 
with succussion ensues, and the patient usually dies in 
about seventy-two hours. At autopsy a dilatation of the 
stomach is found. The cause, according to the author, is 
a neuro-paresis which may be due to the effect of the 
trauma proper or to a toxemia. Appel reports three cases, 
one after a fracture of the patella, the second after a neph- 
rorrhapy, the third after a hemorrhage of unknown origin 
in the intestinal tract. The last case cannot be regarded as 
valid, as the symptoms are obscure and no operation was 
performed, the patient recovering. From the general de- 
scription, the case appears to have been one of Henoch’s 
purpura. 

reatment consists in gastric lavage, rectal feeding and 
hypodermatic administration of strychnine and physostig- 
mine. 

Confusion should not be made between post-operative 
acute dilatation of the stomach and cases of hemorrhage 
from the stomach after laparatomy, which have been de- 
scribed so frequently, especially by German authors. In the 
latter condition blood or a blood reaction will be found 
in the vomitus, and it is usually associated with. sepsis. 


The Osmic Acid Treatment of Tic Douleureux. W. 
Wayne Bascocx. St. Louis Medical and Surgical 
Journal, July, 1905. 


Babcock reports a case of trigeminal neuralgia where 
seven unsuccessful previous operations had been performed 
and which was finally relieved by injections of osmic acid 
into the three main branches of the nerve. The technic 
is as follows: An incision is made over the affected nerve 
trunk; this is hooked up and from ten to fifteen minims of 
a two per cent. solution of osmic acid are injected, the in- 
troduction being made through several different punctures 
into the nerve. The branches of the fifth nerve may be 
reached through the mouth, except the supraorbital. 


The Physical Treatment of Gonorrhoic Joint Diseases. 
(Zur physikalischen Behandlung der gonorrhoischen 
Gelenkerkrankungen.) A. Lagueur. Berlin. Klin. 
Wochenschrift, No. 23, 1905. 


The author is an advocate of hydrotherapy combined 
with careful passive motion and massage in gonorrheal 
arthritis. By these means ankylosis may frequently be 
avoided. He divides cases into acute hydrops, phlegmonous 
(periarticular) and sero-fibrinous varieties, after the teach- 
ings of Koenig, and is strongly opposed to the plaster 
bandage immobilization. The gonorrhea must, of course, 
receive appropriate treatment. Rest in bed and local Preiss- 
nitz wet packs, followed by passive motion as soon as 
the pain grows less, are instituted in acute cases. In sub- 
acute and chronic conditions hot cotton bandages under 
rubber tissue, and applied 8-12 hours (Diehl) and careful 
but early motion are indicated. Bier’s passive hyperemia, 
at first 5 hours daily, later as long as 10-12 hours, is ex- 
cellent in chronic cases. It may advantageously be com- 
bined with local dry hot air baths, and steam douches. 
Passive and active motion should be inaugurated early 
and never be carried to the point of producing pain. It is 
well to begin movements while in a hot (103°-104°) full 
bath. Drugs have proved of no use. The prognosis is 
not very favorable, but it is much improved when these 
measures are faithfully and persistently carried out. 


A Case of Pneumococcus Infection of the Hip. Lron- 
ARD W. Ey. Medical News, May 20, 1905. 


The symptoms in this case began two weeks after an 
attack of pneumonia. There was swelling and infiltration 
around the hip, with limitation of motion in all directions. 
The joint was aspirated and a thick purulent fluid was 
obtained. Operation revealed a large abscess on the joint 
with erosion of the head of the bone. The patient after- 
ward developed an empyema and subsequently died from 
sepsis. The diagnosis was made only by morphological 
examination. Ely says only one previous case has been 
reported. 
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